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ABSTRACT

Th"e purpose of this study was to present 1hc issues and the paradoxes surrounding
advanced nurse spccialisution (ANS) and education, This study was conducted in two
parts. Part A examined the prospective experiences 1Jf 13 registered nurses (RNs) who
were advancing in an area of specialisation: they were working in a specialist area or
practice nnd studying in II course specific lo their specialisation. Two rounds of
interviews were completed over six-month intervals. Part B examined the data gathered
from a focus group interview and follow-up feedback from IO nurse executives as
stakeholders. The intersubjectivc data from this group of nurses expanded on the
political, economic, and social complexities surrounding the same phenomenon of
interest.
A methodological framework of intentional phenomenology(Crotty, 1996, 1998;

Husserl, 1960, 1973; Moustakas, 1994) and critical phenomenology (Crotty, 1998) was
used. Such an interpretive approach enabled exploration of the issues from a multiple
perspective. The triangulation of data sets obtained from Part A and Part B captured the
meanings and understanding of the phenomena experienced by nurses involved in ANS
'
and educlltion.
Overall, the deconstruction of the interviews in Part A and Part B

enabled a reconstruction of the multiple realities of ANS and education. The "analyzing
approach" (van Man en, 1990) was used for the purposes of dt.ta analysis. The data sets
were stored, retrieved and analysed with the use of The Ethnograph computer software
program.
The findings in Part A identified the nature of ANS and education by RNs who were
experiencing ANS. The core theme of'movlng toward ANS and education' showed
the noematic textural quality of the phenomenon. This included the nature of the
competing forces that the RNs faced. This rtquired the RNs to sci personal goals, to
sustain a level oftolerance related to change in the work place, and to negotiate with
stakeholders, options that were conducive to their practice and study. The RNs told of
the rewards and limited rewards of being an advancing specialist, when they succeeded
in becoming a credible practitioner and of being multiskilled and versatile as specialists.
They maintained an ideology about advanced practice that was achieved by ensuring
best practice, or by doing nursing research, or both.

,,
Five sub-themes emerged metaphorically as the way through the labyrinth, These
themes provided the noetic slructural characteristics about the phenomenon. The first
sub-theme described how the RNs had the rreedom to choose ANS and education.
This included the way that they reasoned about the choices they had. They took
reflexive action, problem-solved, and, compared and rationalised organisational
activities in the face of the nursing shortage to enable them lo advance. The second

sub-theme related to their knowing through expericntlal learning and advancing. As
consumers of education, the RNs were described in tcnns oft he cost associated with
their advancement, which was offset by the education gained, and the enlightenment

felt. They identified with the transportability of their prior knowledge as an advancing
RN, the need for nurse crcdentia\ling, and responded favourably to the use of
technology. However, they were disappointed by RNs, other than current advanced
specialists, who failed to share knowledge with nursing colleagues in general. The third
sub-theme outlined how the RNs wanted to maintain their interdependence of
practice as advancing specialists. They were enterprising and wanted to connect with
other specialists, particularly those within their professional nursing organisations. In
so doing, it was important for them to maintain a sense of persona\ integrity. Therefore,
they were mutually responsive to colleagues about nursing care issues. However, they
expected to be acknowledged by colleagues as well as family members for their
advancement as specialists in return. The fourth sub-theme described their need to be
profiling, requiring them to be able to visualise and situate thcmsch·cs as advancing
specialists. That is, they persevered with their studi1:s and practice and created
opportunities for their likely advancement. Furthcnnore, they felt a n~d to develop a
nursing profile that was self, as well as publicly oriented. The fonner was achk~ed by
being self-praising of their current advancement; the latter, by focusing on the need for
the community and colleagues to view nursing as a legitimate and worthwhile
profession, rather than being undervalued in spite of the workload that nurses and the
atlvancing sp.icialists had. The fifth sub-theme described how vulnerable the RNs felt
but at the same time, liberated because of their progressive self-assurance and influen~e
over others because of their advancing p~aclice. They enjoyed the challenges that they
faced, were open about their ambitions, and able to move on once they had reached a
plateau relevant to their practice. At this stage, they continued in advanced practice
because they had discovered a pathway that best suited them. This was realised as

meeting the crossroads.

'
Part B findings emerged from the stakeholders as three intersubjcctivc but discrete
themes. The first emerged 11s the d-thale about the stakeholder and employer concerns
regarding the phenomenon orintcrcst. From their point of view, the advanced specialist
wns ofcnonnous benefit to them and the profession. However, the stakeholders as
employers, were concerned about the recruitment, retainment, and opportunity for
promotion of RNs as advanced specialists, The second theme emerged as the solutions

that describe the desired pathways for ANS. Tlic stakeholders desired a pathway that
enabled them to facilitate advancing RNs during their practice and studies, and one that
th(l profession would support. Nursing should take an integrate approach to ANS and

education. It was optimal that joint specialist programs bctwP.cn all health care facilities
and education providers including university schools of nursing, be pursued in order to
maintain ANS that could provide advanced care lo an increasingly complex population
that expected an acceptable standard of care. In order to meet the increasing demand for
advanced specialist RNs, it was necessary to provide a specialist clinical program in the
hospital setting in which the RN worked. The stakeholders indicated that RNs who
wanted to advance further into master or doctoral programs should be able to gain
advanced standing for their hospital based clinical program into a nursing school within
the university setting. Finally, based on the stakeholders' reflections and shared
experiences about the phenomenon of interest, a philosophy of nurse education that is
able to uphold the increasing value of specialist practice for RNs was considered
necessary. The dilemmas that each of the stakeholders had .themselves faced as
.advancing specialists, rcsl•ltcd in a rewarding experience along with career
advancement for nine of the 10 nurse executives who participated in the study.
Overall, moving toward ANS and education is a continually dynamic process in which
the bericfits to the majority of participants in this study were attainable. However, the
recruitment and retainment of advancing specialists remains uncertain because life of
RNs today is less stable than it was. There is no one pathway for advancing specialists
to take that is based on a linear progression. Globalisation had created greater diversity

in society, whereby the majority of the RNs and stakeholders embraced the diversity
while a few did net because of the turmoil of contemporary competitive life. This could
leave many RNs feeling disenfranchised by change and more specifically by the nexus
:c between commodificd health care and education.

vi

As an outcome of this study, the recommendations are that a merger of all advanced
clinical programs, which are offered by a hospital or agency, should be undertaken in
collaboration with private and public agencies, and in collaboration with university
schools of nursing. Secondly, course fees should be detailed as an up front fee by an
agency that is a quality endorsed education provider for specialist nurse programs,
rather than the fees be subsumed in a contract of employment for the specialist work
and education that a RN undertakes. In the case of the consultant, rural, or outer
metropolitan nurse, the RN should apply for external scholarships from his or her
professional organisations. Fourthly, in the case ofRNs who undertake a research
project as a part of their course, the agency or hospital employer of these RNs should be
funded to support the employment of additional relief or casual staff to supplement a
reduced patient load for the advancing specialist. This should be for the period that the
advancing RN is undertaking a research project specific to the specialisation, with the
understanding that the project is part of the RN's study program. Finally, it is
recommended that graduate nurses who wish to advance in an area of specialisation,
should compete, validate, justify, and show performance that can be measured against
monetary rewards by gaining national competency standards or credentialling through
the advancing specialist's professional organisation. In tum, the hospital or agency
should have an on-going review of specialist practice in departments of a hospital where
external auditors, through the accreditation process, can adequately reflect on the
common expectations of health care standards nationally.
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CHAPTER ONE

The Issues Surrounding ANS and Education
Introduction: The Researcher's Narrative
Not so lr:ng ago nursing had simple divisions: charge·nurses, registered nurses
(RNs) and enrolled nurses. There was the choice of working in an acute teJ~ing
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hospital or a non-teaching department such as a private hospital, nursing home or in the
community. Specialisation was limited to double or triple certification. There was one
graduate qualification, the apprenticeship model for between three and four years,
depending on the range of experiences offered by a training.hospital. Textbooks were
once limited to medical literature or to Maggie Myles' book on midwifery. Experienced
RNs generally wore a v.hite uniform with some form of protective clothing, usually in
the style of a starched apron and cap or veil.
Then everything started getting complicated. Hospital departments changed
services owing to the change in health demands. Some hospitals merged because they
were required to compete for the health dollar and area of specialism. Ho1;pital mission
.I,'

statements or codes of practice became tailored specific to match the religious domain
or center of excellence offered to the consumer. By 1975 nurse education in Australia
had started to transfer to the university sC1:tor.
Today nursing ls hardly recognisable as the same profession although nursing
..theory is still reflective of human earing (Watson, 1979; 1999) and unitary humanism
(Parse, 1992; Rogers, 1980). Politically, unions, including the Australian Nurses
Federation have been undermined by the government of the day in favour of workplace
agreements. Today's collective bargaining requires nurses to consider n\l aspects of
nursing that the profession can agree on as an acceptable remuneration package. Many

2
have part time employment, while others work double shills, arc overworked and
foe ling stressed because of increasing hospital bed tumoVCr with decreasing s!alTratio.
Some nurses may be immobilised by the ex lent or choice while others may relish it.
Some nurses have chosen not to advance in their practice. This may be associated with
the recurring shortage of nurses (McMillan, 1999), so that a nurse might choose not to
continue with his/her education in a specialty because employers do not have enough
,,
general nurses let alone specialist nurses.
The nurse of today could well be mystified by the choices slhe has to work in
areas of specialised practice. For those nurses who choose to advance, there is a
proliferation of courses they can study provided they are prepared to pay for the
privilege. Directly associated with the commodities of education and health care is the
booming need for the credentialling of advanced nurse specialists (Pelletier &
O'Donoghue, 1998). The education choices include the choice of university or
institution, mode of study, duration of course, and cost of course. The choice is difficult
when one course may be considered better than another in a free market economy.
With so many issues are at stake, nurses and those involved in planning future
directions in nursing need to make sense of what is happening to the profession in
relation to ANS in particular. It is this issue that provides a starting point from which
this investigation begins.

Background to ANS and Education
It is problematic for the nursing profession that the shaping of disparate

specialised areas of practice has not been systematically planned. Advanced nurse
practice (ANP) roles evolved after the turn of the 201h century when graduate courses
for nurses were offered by hospitals (Bigbee, 1996). The four main roles that emerged
during this era included nurse anaesthetists, nurse midwives, clinical nurse specialists

,\)
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(Hamric, Spross, & Hanson, 1996) and, more recently in Australia, nurse practitioners
(Chiarella, 1998). The 1970s and SOs saw a plethora of ANP specialisations such as
stomal therapy, critic~\ care, rural and gerontological nursing emerge, and more
recently, the infonnatics specialist (O'Brien, 2001 ). It is also problematic that there has
been a lack or clarity with the use of the term, advanced nurse practice. The term
relates to a numbt'r or advanced practice roles such as clinical nurse, clinical nurse
consultant, clinical nurse specialist, or nurse practitioner (Attrill, 1988; Ball, 1999;
Chiarella, 1998; Dunn, 1997; Woods, 1997). It is possible that this confusion is
associated with the role of the nurse as the advancing specialist relevant to this study.
Confusion bas also arisen because education and health care are increasingly
viewed from a political perspective, as commodities (McMillan, 1999), and that health
care professionals, including nurses, are expected to embrace the ideology of
consummerism (Parker, 1999). Furthermore, be'Cause of the rapid pace of societal
change, health care critics advocate the need to debate and re-examine the tensions
surrounding ANP and education (Bethune & Wellard, 1997; Hamric et al., 1996; Parker,
1999; Russell, Gething, & Convery, 1997; Scott, 1998). Educational programs are
significant to the profession because courses designed for nurses in the workplace
empower nurses to bring about needed changes in the way that they provide care
(Mason, Costello-Nickitas, Scanlan & Magnuson, 1991). However, research on the
deterrents and motivational factors that impact on nurses who participate in continuing
edllcation is necessary because of the fragmentation of generalist to specialist nurse
practice (Fairweather & Gardner, 2000) and the lack of clarity in who~e interests the
need for participation in ,education lies (Kristianson & Scanlan, 1989). These tensions
have an impact on the growth and direction that nurses and the profession desire to take.
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The aim oft~is'study is to question how nurses deal with the confusion
surrounding the ever-changing nexus between nurse specialisation and education. More
significantly, I wish to examine the impact of ANS on the nursing profession in general
and the specialising nurse in particular. Whilst the literature argues for an increasing
need for specialist nurses, only two studies were found on the topic of ANS.
\I

Fairweather and Gardner (2000) examined the delineation of roles of specialists and
generalist nurses working in the critical care setting and Ball (1999) examined the
experiences of the advanced practicing nurse who also worked in the critical care
setting. However, neither study explored the education issues surrounding ANS. Nor
did the authors explore the issues of specialist roles and practice from other specialist
groups of nurses. It is the endeavour of this study therefore, to examine all aspects of
ANS and education so that an overall picture of the current phenomenon can be
ascertained. This ineluJes the social, political, economic and philosophical, as well as
the educational issues that contextualise the modern nurse's experiences.
Notwithstanding the growth of consumer education, the development of nursing
specialties is a paradoxical phenomenon within health care institutions across Australia
and internationally. Continuing education and refresher courses for nurses for example,
have in the past been considered necessary to ensure nurses keep abreast of current
practice and skills. Currently however, there is a move toward seamless credentialling
with registration of nurses across Australia between the States and Territories, but also
the development of nursing professional ~oups and organisations to credential its own
practitioners (Hamric et al., 1996; RCNA, 1996).
There is also a perception from both..the nursing profession and society of the
need for increasing specialisation (Sheehy..& McCarth;i\ 1998) owing to the ongoing

fl,.

changes primarily set by budget driven governments and increasing health care
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demands set by a knowledgeable society. As an outcome, the nursing profession has

embraced an improved clinical career path (Attrill, 1988) for nurses in Australia. This
is not only because of the development of nursing knowledge and research over the. last
50 ye'llrs world wide, but because of the consumer's more rece11t demands for equitable
health care (Sheehy & McCarthy). This is significant to nursing.
There is no doubt therefore, that the increasing number oftiealth courses including
those for nurses to specialise at the post-registration or postgraduate level (Richardson,
2000, September 13, p. 36) is multi-factorial and that the ideological and changing
political events intluen·,;;ng ANS and education requires constant critical review in order
to make sense of what is appropriate for the nursing profession. Like the evolution of
society, nursing too is evolutionary and brings with it a rich tapestry of tradition.
Problem Statement and Key Research Question(s)
In 1993, the Royal College ofNur~ing, Australia (RCNA newsletter, 1998)

claimed nurse specialisation would significantly iniluence the future of nursing. The
implication is that the pursuit of specialised nurse practice would enhance the credibility
and status of nurses as professional health care practitioners. Since then, there has been
an enonnous increase in certificate and diploma awards offered by universities (Bethune
& Wellard, 1997), hospitals and professional organisations. In this thesis, I tenn these

institutions as education providers.
I believe that it is important that wc understand the experiences of nurses who
undertake advanced nursing studies because their stories will infonn people of some of
the predicanients that the advance specialists experience, and offer insights into the
nature of this phenomenon. The key question for me became: What is to be made of the
concern by me, nurses and nurse stakeholders, who sense problems associated with the
Gemand for advanced nurse specialists? My position as a coordinator of advanced
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specialist programs over a number of years 111 the university sector triggered this
concern because I have had many discussions with nurses and stakeholders who confirm
my views that there are anxieties and problems surrounding ANS. To answer this, the
initial research question posed to RNs who were advancing in a specialisation became:
What isyo11r lived experience of being an advancing specialist who is undertaking
advanced nursing studies?
However, this question is asked in the context of the ongoing need for recognition
and legitimisation of nursing practice (Scott, 1998) and the political and professional
enhancement of advanced practice (Chiarella, 1998; H.tmric et al., 1996; Russell et al.,
1997), and this needs to be addressed in this research. Moreover, the commodification
ofknowlcdge (Stewart, 2000), health services, and tertiary education has required health
care professionals, including nurses, to adjust to the ideology of consumerism (Parker,
1999) in order to care for an increasingly complex patient population (Pelletier &
Donoghue, 1998).
It is evident therefore, that the issues surrounding consumer health care for nurses
'
is problematic because there are many inte.r\csts to be served in the delivery of specialist
,,
nurse programs. It became clear to me that'',[le research question to the RNs who were

rf

advancing in their practice would not cladfy all of the above issues. Therefore, a
second research question asked nurse stakeholders including executive managers,
clinicians, researchers and educators about their understanding and experience of ANS
and education. This question became: "What are your expectations of the work
practices of nurses who have enrolled or undertaken an advanced specialty course of,
study?
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P11rpose of Tiiis Study

The purpose of this stuC:j,was to identify the issues associated with ANS and
education. Identification of these issues could explain the impact of ANS and education
1

"

~n the i:tdi~i-dual nurse, as well as the nursing profession. A deconstruction of the

, , interviews from those who lived the experience of concern, including myself as the
res::archer (Fontana & Frey, 2000), enabled a reconstruction ofadvanccd nurse practice
that related to the transfonning (Watson, 1999) and multiple realities of ANS and
-~ucation, By using this approach, I attempted to re-contextualise and re-define the

modem era of nursing that is embedded in reductionism, history and tradition
(Hendricks-Thomas & Patterson, 1995).
Part A of this study focused on the conversations with RNs who had direct
participation in and knowledge of nurse education programs. Part B of this study
focused on the conversation with a group of nurse executives as stakeholders, who
albeit indirectly, were politically and economically involved with the RNs who hatl:"
undertaken AN.Sand education. They themselves had undertaken specialist practice in
the past. Their experie\)Ces added to the analysis of the data. Both parts offered a
ii
reconstruction of ANS that emerged from the social theorising of ideology (Creswell,

1998).
Phenomenology was used in Part A and Part B to describe the lived world of
advancing nurse specialists' and stakeholders' experiences, views and attitudes about
ANS and education, From their experiences it was possible to deconstruct and
reconstruct the issues surrounding the phenomenon. This was inclusive of researcher
biases and humanism (Fontana & Frey, 2000), which in tum provided a deep analysis
(Denzin & Lincoln, 2000) rather than mere description of the phenomena associated
with ANS and education. The data in Part B, while discursive, added to the
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reconstruction of the phenomenon where there were multiple realities (Denzin &
Lincoln).
Aims
I. Undertake a deconstruction of the microstructure (individual perceptions) of

advancing nurse specialists and stakeholders using phenomenology.
2. Undertake a reconstruction of the macrostructure of ANS and education through
reflection and henneneutic circling (Aggcr, 1991, 1998; Crotty, 1998).
Objectives
I. Reveal the experiences and interpret the meanings of ANS and education through

the life-world of those nurses who experience the phenom6non of interest,
2. Explore the tensions, confusions, conflicts and contradk,tions of ANS and education
experienced by specialist nurses and stakeholders,
3. Triangulate qualitative data to construct a view for nurses and stakeholders of nurse

specialisation and education.

Significance of This Study
Arguably, the issues surrounding advanced study and specialisation based on the
individual's circumstances and experiences are numerous and complex, but this is why
ANS and education needs to be investigated; it will enable the profession to take a more
·· defined approach. In these times of increasing community suspicion about the validity
of the plethora of university level courses as well as in other tertiary sectors, there are
more reasons than ever to conduct an authentic and reasoned argument for and against
the pursuit of ANS and education in Australia. The reasons why a nurse chooses to
undertake a graduate specialist course and the way in which slhe experiences the
phenomenon is essential.
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The reality in the current Australian context is that there is an abundance of
courses offered nationally for nurses who wish to undertake specialist studies. The
profession is fundamentally supportive of the direction taken to address the need for
advanced practicing nurses across a myriad of specialties, The national review and
evaluation of specialist nurse education in Australia (Russell, et al., 1997) was recently
commissioned by the Department of Employment, Education, Training and Youth
Affairs (DEETYA), currently the Department of Education and Youth Affairs
(DETYA), This review lists the existence of at least 65 broad band nurse specialties
and subspecialties (p. 14). The assumptions here are that al[ course offerings are equal
in structure and quality, desired by all specialty and professional interest groups,
improve the delivery of health care provided by nurses, and raise the profile and career,.
opportunities of nurses. However, the reality is that there are many inconsistencies such
as en tty requirements, recognition of prior learning, standards and duplication of
courses, and choices of specialties (Clinton, 1997). Dozens of private providers of
postgraduate study, such as the NSW College ofNursing Education and the National
Institute of Health Sciences in Canberra have entered the education market, many using
distance education to make courses available to any nurse, anywhere. This has several
potentially dctrime11tal effects. Many formal and informal graduate courses throughout
Australia are being converted from the Higher Education Contribution Scheme (HECS)
to payment ofup front fees. Differences in the capacity of students to pay, and
education providers to charge fees raise concerns about equity and about the viability of
many postgraduate courses.
Arguably higher education graduate programs arc a means to increase career
opportunities and rewards, but they are happening through fonnal and informal
pathways so that no one system can readily assess the perfonnance of nurse graduates

it
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from such a wide range of courses. Furthennorc, the needs of stakeholders (such as
nurse educators, managers, clinicians and researchers) are potentially conflicting
(Andrews, Gidman & Humphries, 1998). The irony is that enrolment in postgiaduate
nursing courses since 1995 to 1999 have seen a negative growth rate of -9.0%
(Richardson, 2000, p. 36), The question needs to be asked. Why are we immersed in
such rapid course development if nurses are not enrolling in them?
Issues revealed by those nurses who experience advanced practice are not widely
researched and articulated within the Australian context. Therefore, the information

that emerges from the data that are reflective of the current tensions of ANS and
education will influence debate, research and practice across disciplines (Fox &
Prilleltensky, 1997). Furthermore, an exploration is required in order to understand in
whose interests ANS and education serves. More specifically, this study benefits all
nurses because generalist nurses are commonly required to position themselves in
advanced practice to ens~~c a fitting career path (Russell, et al., 1997). The RN is likely
to benefit by considering his/her options in light of consumer knowledge, and trends in
the health and education sectors.
The wider community will benefit from the research because specialist education
and practice by health care professionals such as nurses, impacts on the delivery and
quality ofhealth care. There is an expectation that nurses should provide ?.dvanced
practice in order to care for patients with complex health problems, as well as provide
community health care access to rural, minority and high risk populations (Hanson,
1996). Apart from this, members of the community often expect specialist advice when
they seek knowledge related to their health, take ill or are hospitalised (Joel, 1998).
Such specialist advice will include that from the advancing practice nurse even if his/her
education may be flawed.
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The collection of multiple sources of data is significant to this study because it is a
strategy to achieve meaning, understanding and critique in the fonn of discourse
(Crotty, 1998) about the social phenomenon of interest. Advocates of data triangulation

(Denzin, 1989; Janesick, 1994; Silvennan, 1993; Streubert & Carpenter, 1995) suggest
that a range of data from fieldwork add validity and reliability to qualitative research
because participants and researchers can ensure more meaningful problem solving. This
._ being the case, it is expected that this study will enable the separation of any emotional
expressive facts from the advancing nurse specialists and nurse stakeholders to result in
an enlightened account of any conflicting issues (Habennas, 1984, 1985, 1987)
surrounding ANS and education.
The interpretations from advancing nurse specialists and stakeholders will
illustrate the social issues involved and, therefore social significance of this
phenomenon to the nursing profession. Therefore, in tenns of the personal, social,
economic and political factors, this study will be able to identify the conflicts of interest
and contradictions that nurses regularly face. This sociological phenomenological
analysis will distinguish the micro and macro social issues (Dines, 1995) consistent with
the characteristics and current demand for advanced specialist nurses, thereby clarifying
any potential practical benefits to the future advancing nurse and stakeholder.

Definition of Terms
Advanced Nurse Specialisation Programs. For this research ANS programs
include clinically based programs that are offered to Registered Nurses (RNs) or
Registered Mental Health Nurses (RMHNs). These courses may be conducted in the
internal or external mode of delivery and be available to nurses with a Hospital Based

" Bachelor of Nursing (BN) or equival~nt degree. Graduate courses that
Diploma (HBO),
are conducted within the hospital setting and enable the nurse to gain advanced standing
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with a university program are inclusive of the criteria. This is because it is possible for
some participants to have sought advanced standing to undertake a university program
based on their recognition of prior learning (RPL). The criteria for RPL requires a nurse
to have a minimum of 10 years experience in a relevant field of nurse opccialisation, to
he working at a senior level (Level 1.8 or higher) of nursing practice, to have made a
significant contribution to the relevant professional nursing organisation, or able to
prove his/her ability lo undertake graduate studies.
Advanced Nurse Practice/Specialisation. Advanced nurse practice/specialisation
refers to any nominated area of nursing practice that provides care for a specific patient
population such as acute, community health, critical c!!rn, emergency, gerontology, high
dependency, mental health, midwifery, oncology, orthopaedic, paediatric, palliative
care, perioperative, and rural/remote nursing, for example.
An Advanced Practice Nurse. An advanced practice nurse is a RN (with a BN or
equivalent) who has a minimum of one year's experience as a graduate nurse and is
enrolled in an advanced nurse specialisation program. This nurse is employed as a

' An
Level l, 2 or 3 nurse, and practices within any health care setting in Austrlllia.
advanced practice nurse is inclusive ofa RN (with a HBD) who is considered an expert
in the area of specialisation by virtue ofhis/ber RPL. Furthennore, for the purposes of
this study, the use of the tenn advanced practice nurse (APN) is synonymous with the
advanced specialist nurse (ASN), which is defined by the National Review of Nurse
Education (Russell, et al., 1997, p. xiii) as one who is" ... prepared beyond the level ofa
nurse generalist and authorised to practice as a specialist with advanced expertise in a
branch of the nursing field".
Stakeholder: Executive-Nurse Educator. The nurse educator, as an executive
stakeholder, is an expert nurse who is employed as a RN, and is a coordinator of staff
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development ofa teaching hospital (or equivalent), or is employed as a university
lecturer within a faculty, department or school of nursing in Australia. This nurse is
usually involved in the hiring or promotion ofRNs within the clinical settings.

Stakeholder: Executive Nurse Manager. The nurse manager, as an executive
stakeholder, is a nurse who is employed as a RN, and is an Executive Officer/ Director
of Nursing, or Nurse Researcher, or Clinical Nurse Consultant/Manager (or equivalent)

of any teaching hospital in Australi.i. This nurse manager is usually involved in the
hiring or promotion ofRNs within the clinical settings.
T11esis Structure
This thesis comprises eight chapters, with an additional list of appendices (A-Z)
that support my reflexivity, audit trail and findings of this study. Chapter two discusses
the rationale for undertaking a triangulated qualitative approach, crystallisation of the
method of choice relevant to the interview data for Part A and Part B, and the
methodology used for both parts of the study. Chapter three describes the ontological
approach to this qualitative inquiry and the rigour pertinent to the methods for data
collection. Chapter four discusses the recruitment and characteristics of the participants
in Part A of this study, followed by the core thematic findings. Chapter five describes
three of the five sub-thematic analyses associated with the core theme. Chapter six
describes the remaining two sub-thematic analyses associated with the core theme.
Chapter seven discusses Part B of the study including the recruitment of and
characteristics of the stakeholders, strategy of the focus group interview, and the
thematic analysis. Chapter eight outlines the limitations of the study, recommendations,
and integrative notc~,relevant to both parts of the study.

(l
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; CHAPTER TWO

The Rationale for Undertaking a Triangulated Qualitative Approach
Introduction
This research utilises a "new generatio11 research approach" (Streubert &
Carpenter, I 995, p. 242) where different methods are triangulated. These com! ,e an

", ,,unorganised group of research methods that share common beliefs about th1: goals
and pwposes ofscientilit: investigation" (p. 242). In this study, two interview methods
were triangulated: the interview data gained from advancing nursing specialists (Part A)

_with the interview data gained from nurse stakeholders (Part B). Both data sets (the
repeated face-to-face interviews with advancing specialists, and the focus group
interview with stakeholders) were analysed using Crotty's (1996, 1998), Husserl's
(1948, 1960, 1970) and Moustakas's (1994) intentional and critical phenomenology
(Appendix A) as a theoretical and methodological framework, which enables
understanding by conscious reflection and critical phenomenology.
The pwpose of this chapter is to describe the process by which the methods and
methodology applied in this study were adopted. This includes an overview of the
problems associated with using a single method for data collection and a discussion of
the strengths different methods of data collection bring to a phenomenological analysis.
The final part of this chapter describes how two methods were triangulated to arrive at a
critical approach to complex phenomena associated with ANS and education.

The New Generatio11 Research ~pplied to This Study
A qualitative but mixed methods approach was undertaken to interpret the
essences .(consciousness) and fjscourses surrounding ANS and education be~.ause no
single method met the requirements of the researcher, which were to explore rnultiple
truths surrounding ANS and education. Such an ontological approach enabled the
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discovery of new knowledge surrounding H~e advancement of specialist nurse practice
\•
·.
'·· ~\
and education.
From a theoretical perspective, the research data related to Part A were guided by
the Husserlian scientific philosophy of intentionality (Crotty, 1998; Habcrmas, 1987;
Husserl, 1948, 1960, 1970, 1999; Kim, 1999; Levinas, 1973; Moustakas, 1994; van
·Manen, 1990). This required a commitment to reflexivity and self-insight on the part of
the researcher so that the taken-for-granted experiences relevant to the phenomenon
could be examined and re-examined (Koch, 1995). However, I soon found that this
approach was limited for the topic I had chosen because I could not fully capture the
p'olitical and economic constraints experienced by individuals living in a postmodern
world (Foucault, 1965).

,,

The second analysis (Part B) addressed this problem by using Crotty's (1998)
version of social research that examines phenomena from a critical phenomenological
perspective that is discursive. This is based on Habennas' intersubjective and practical
understandings (Appendi::: B) about a social issue {Crotty, 1998; Habermas, 1981, 1984,
1985, 1987, 1999; Habennas & Seidman, 1989; McTaggart, 1991; Outhwaite, 1994;
Watson, 1999; Wells, 1995; White, 1995) whereby the participants are subjected to
critique, and the problem ".. .is characterised by mutuality of expectations rather than
one-sided nonns" (Crotty, 1993, p. 143). This discursive approach enables people's
viewpoints about specific phenomena to be mutually understood and is emancipatory in
intent. Furthermore, this form of communication forces a better argument about a
problem that is resolved by common agreement (Crotty).
Limitations ofUsing a Single Method
Arg.:able, there is no one correct methodology that is able to satisfy a specific
scientific inquiry (Habennas, 1984; Morse, 1989; Streubert & Carpenter, 1995). It was
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reasoned, therefore, that the study of phenomena that are complex, where multiple
realities are inevitable, and where multiple truths may present, required a combination

of data generntion methods and analysis to reveal the comprehensive nature of the
''phenomenon of concern.
From my point of view it was difficult to examine multivaried factors including
human and non-human factors while using a single methodological approach such as

henneneutic intentional phenomenology. Therefore, an interpretative description of
what was discursive for nurses facing advancing specialisation was considered

necessary. However, the simple interpretation of the phenomenon would be limited
because interpretation could not on its own, provide an overall picture of >1!1 possible

factors that impacted on these nurses. The examination ofhuman factors such as those
involving nurses, patients, and other health car~ professionals along with non-human
factors such as the physical environment (including clinical or educational institutions
-'\~ which nurses, patients and other health care professionals exist), therefore, required a
fresh, multi-faceted approach.
Intentionality in Husserl's transcendental phenomenology is important in the
examination ofphcnomena such as ANS and education. Knowledge of the subjective
world is based on human experiences that are conveyed through language and are in all
consciousness. It is the understanding of the conscious experiences undertaken by
nurses as individuals (Jasper, 1994) in this study that provided the subjective
understandings of ANS and education, However, there remained one significant
problem with this single phenomenological approach. Whilst the phenomenon could be
explored using this consciously subjective approach, it was conceivable that other
factors from outside the individual's experiences thats/he may not have contemplated
or felt, was possible. To overcome this dilemma therefore, I turned to the development

'\
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of postmodern notions that were pervading the range of interpretive rncthodologic~.l
approaches (Lowenbcrg, 1993). l concluded that the phenomi:non of concern could
equally be explained using a postmodern approach whereby the social world, in which
nurses live and work, could be examined. In short, a postmodern critically discursive
approach W<IS triangulated with the phenomenological study.
In this study, triangulation was undC"i1akcn to more fully explore the single

phenomenon of ANS and education. This exploration encompassed the ],11man factors
of two disparate groups of nurses; advancing nurse specialists and senior nurse
executives, as well as the non~huinan factors such as technological advancements that
are assumed evident in nursing.

Triangulation Applied in This Study
The issue of triangulation has been an exciting development in qualitative
rescareh since the 1970s when Nonnan Denzin first identified the four basic types of
triangulation. These included data triangulation, investigator triangulation, theory
triangulation and methodological triangulation (Janesick, 1994; 2000). Kimchi, Polivka
and Stevenson (1991) also make mention of two other fonns of triangulation, namely,
multiple triangulation where more than two types of triangulation are used and, analysis
triangulation where the same data is analysed using two or more analytical approaches
for the purposes of validation. Janesick (1994) recently added a further type of
triangulation to the list, referring this to "interdisciplinary triangulation" (p. 215) so that
other disciplines such as education could lift out from under the influence and
dominance of psychology which was often seen as the only means of understanding
human lived experiences.
More recently, however, Richardson (1994), Stake (2000), and Janesick (2000)
described triangulation as a crystallisation process. This process offers an alternative
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description about the nature of modem qualil11tivc inquiry because various disciplines
are incorporated as a part of multifaceted qualitative research designs (Janesick). The

significance ~f crystallisation is that it is viewed as a research design that is inclusive of
many disciplines such as sociology, art, music, anthropology, psychology, nursing and
education. Similarly, Watson (1999) suggests that the discipline of nursing is
"becoming transdisciplinary" (p. 22) rather than being displaced by the dominance of a
medical hierarchy. In doing so, nursing is reconstructing itself by creating a new view
ofnursing care and healing that is crystallising as a future model of practice that will be
imbued by all health care practitioners,
Description of the Crystallisation Process Relevant to This Study
Phenomenology that included an intersubjective critique from nurse stakeholders
comprised the two methods of choice to investigate the complex phenomenon of ANS
and education. Methodologically this may have created a problematic framework for
me because using multiple paradigms could have distorted the findings. However,
Morse (1996) posits that it is the prerogative of the researcher to decide which method
\:,

triangulated or otherwise, is essential for a study, or whether it is possible that the end
pro~uct from a single methodological approach can be taken a step further.
Therefore, I chose to embark on triangulated, qualitative me(!1ods to examine
multiple perceptions of reality, In doing so, I was able to create a new generation
research {Streubert & Carpenter, 1995) study using a combination of interpretative,
contextual and socially critical theoretical frameworks.

Part A: Phenomenology as a Method
Modem Philosophy, Qualitative Methods and Phenomenology
The 1800s and 1900s have seen a continued diversification of the philosophical
and scientific approaches to understanding and lmowlcdge attainment. Philosophical
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movements comprised a new fonn of modem logic and the term phenomenology was
first coined by an !Slh Century German mathematician J.H. Lambert to describe the
science of appearances (Scruton, 1995). This in a way was the beginning of what was
considered knowledge that was subjective in nature. However, as a psychologist rather
than a philosopher, it was Brentano (1838· 1917) who pursued true subject matter.
Brentano purported his understanding of matter that was subjective, to be empirical
rather than interpretative in nature. Even though this was reflective of the positivist
scientific paradigm, Scruton indicates that this was the first time that subjective
knowledge began with the individual case: this being the first person knowledge.
This earlier development of modem philosophy is arguably the foundation of
what is now well established as inductive or interpretive approaches to qualitative
research. However, Morse (1998), van Manen (1990) and Denzin and Lincoln (1994)
suggest that the field of qualitative research does not",, .have a distinct set of methods
that are entirely its own" (p. 3). The latter authors support the way that qualitative
researchers that are from the human disciplines, use a variety of approaches, methods
and techniques, including phenomenology and discursive analysis, This being the case,
it is reasonable to suggest that phenomenology in particular and qualitative research

methods in general, are always evolving. Therefore, there is not necessarily one right
way to conduct qualitative research. What is agreed ltowcvcr, is that a method that is
qualitative in nature is able to provide new knowledge and insights about a problem
(Creswell, 1998).
Phenomenology had its origins in the European philosophical tradition, emerging
from the philosophy of a lat~ 19th century Gennan philosopher and mathematician,
Edmund Husserl. It was thought that the description of phenomena by the objects of
experience would provide philosophic knowledge of what constitutes the reality of lived
existence in the world (Creswell, 1998; Crotty, 1996; Lowenberg, 1993). This reality
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was embedded in what Husserl tenned 'intentionality'. His search for the foundations

'

of knowledge per se was based on the assumption that beings had a conscious
awareness of experiences that afforded structure in being and accounted for the
description of what is reality, As Levinas (1973, p. 40) stated, "intentionality is for
Husserl, a genuine act oflranscendence". 11,is the act of intentionality that is the very
essence of consciousness and knowledge. "Intentionality is what makes up the very
subjectivity of subjects" (p. 41).
Contemporary Phenomenology
The term phenomenology has been used widely in research. However, confusion
prevails as to the use of phenomenology as a movement, as a philosophy or method that
can be used for research purposes. In one of van Manen's (1990) earlier writings, he
indicated that phenomenology was not really a method but "more a reflective grounding
in a deep sense, to provide for the possibility of the phenomenon of concern" (p. 173).
By 1997 however, his re-examination of phenomenology as a form of inquiry tells a
different story; that phenomenology is a method that proceeds from "epistemology to
application"... {and] "from method to meaning" (van Manen, 1997, p. 350).
Furthermore, he tells us that "phenomenological human science is discovery oriented. It
wants lo find out what a certain phenomenon means and how it is experienced" (p. 29).
In other words, during phenomenological writing, lived experiences that are oilen
concealed and invisible, become transparent and visible through language.
However, despite what van Mnen (1990) defines as phenomenology, he indicates
how phenomenology is a kind of questioning by an author that pennits a rigourous
interrogation ofa phenomenon, This interrogation includes that:
• various levels of questioning are required;
• there is a re-writing or re-thinking about something that is not well understood;
• the construction of meanings has depth that creates a sense ofthe whole;
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• certain truths are laid bare; a search for the ontological differences in human
experience is captured;
• phenomenology demonstrates the capabilities of an author to sec and show
phenomena in a way that s!hc is oriented;
• new understandings that belong to being are permitted to be gathered and
viewed in the end as collective thinking.
This description remains comprehensive and readily justifies phenomenology as a
.-,11 1r:1ethod chosen for this study, as well as providing a methodological framework.
Phenomenology in Nursing
In nursing, there has been recent criticism about the way researchers have
conducted phenomenological research that has supposedly evolved from the traditional
European interpretation into a North American perspective (Caelli, 2000; Crotty, 1996).
Crotty questions researchers who have radically adapted phenomenology to their own
ends because the common core of European phenomenology is overlooked. What
Crotty implies about nurse researchers in particular is that "they have, avidly embraced a
fonn of phenomenology which developed around them and which appears to serve their
purposes well'' (p. 24). They are, therefore, unable to justi~y phenomenology from its
original intent, which was to describe both the object and subject of a phenomenon. As
is evidenced in this study, I have taken heed of this criticism and embraced the
Husserlian tenants of phenomenology that has its origins in European philosophy.
Caelli (2000) agrees with Crotty's (1996) analysis but indicates that a clear
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delineation exists between the North American and traditional European philosClP~·;es
and styles of phenomenology. She explains that the pre-reflective experiences of
individuals and the universal meanings of individual experiences arc not sought by the
North American phenomenologist. Rather, the North American philosophical approach
has been to focus on participants' lived experience that is evident within a culture, such

r.:-
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as nursing, and not within the context of the universal external conditions. She points
out that there have been at least three levels of phenomenological European approaches
most often used by researchers. These may be described as consciousness that is
intentional (Husserl, 1948, 1973), on being that is existential and founded on the prereflective accounts oflife-world phenomena (Crotty, 1997; Heidegger, 1954, 1962) and
thirdly, on tho primacy of perception (Merleau-Ponty, 1964) where perceptual rather
than intentional consciousness is the foundations.I mode of experience. Much of
Merleau-Ponty's philosophy is similar in intent to Husserlian phenomenology; the
difference in essences lie in Husserl's interpretations that arc affiliated with language of
knowledge while Merleau-Ponty's perceptual fonns of expression is affiliated with
painting (McTaggart, 1991).
Researchers have not only adapted the above approaches, but also approaches
from other prominent French philosophers such as Michel Foucault and Jean-Paul
Sartre. These European philosophers also advanced slight ;,ariations that have noni','

discrete interpretations of what constitutes phenomenology. The slight variations are
considered postmodern and existential in nature respectively (van Manen, 1990).
Whilst the North American approach is cullurally embedded and therefore
different in approach, it is no less valuable and meaningful and has been particularly
appropriate for tho health sciences (Caelli, 2000) because it provides an interpretation of
phenomena that is reflective of North American culture. The same Could be said in
defence ofCrotty's (1996) criticisms that nurse researchers have adapted
phenomenology as a hybrid research method within the Australian context.
This study of ANS and education has been developed in light ofCrotty's criticism
that nursing fails to acknowledge universal truths that describe not only the what (the
object) that is experienced, but the way (the subject) phenomena are experienced, This
is the fundamental reason why I chose to undertake a larger part of this study using the
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traditional European approach. At the same time I do not wish to negate the validity
and worth of North American and Australian qualitative researchers who use variants of
phenomenology as II research method per sc.

''

A Focus on Husserlian Transcendental Phenomenology
This study has embraced the traditional European philosophy ofHusscrlian (I 931,
1948, 1960, 1970, 1973, 1999) phenomenology. The reason why I decided to go back

to the earlier traditions of phenomenological research, and in particular, Husscrlian
intentionality was because ofthe assumption that participants recruited in this study
'·

were consciously aware of their intent to advance in a chosen area of nurse
specialisation. In :rldition, they made a conscious decision to choose an education
program that was refleclive oftheir specialisation. Thus intentionality is a major
'

·,,\

theoretical framework

ro·r fu1alysis specific to this study.

Whilst the information about ANS and education was gleaned from the nurses
who were the respondents of this study, the way (the subject) they experienced the
phenomenon was based on their social, moral, political and economic conditions of
existence, The choice ofHu~serlian phenomenology was made in order to bring to
consciousness the experiences of the nurse that is in primordial original fonn. Husserl's
approach emphasises a systematic and disciplined methodology that uses data based on
the conscious reflections of the participant's subjective acts and their objective
comparisons (Moustakas, 1994). This included both the contextualisation of the object
and the subject of the participants' life.world existence.
This was the first of two quite disparate qualitative methods used for this study,
Fundamentally, the goal of qualitative research is to interpret and understand the
different worlds of others. The phenomenological approach in Part A was the initial
approach used for this study. These findings were collnted and expressed in some
semblance of order using thematic analysis. The second approach in Part B enabled me
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to further review the phenomenon of concem from a postmodern perspective, using a
phenomenological but discursiVe analytical avproach, This Conn of analysis is
relatively new territory.

Part B: A Postmodern Critical Phenomenological Method
Introduction to Postmodcmism
In the light of this study, ANS and education may be seen as an ideal and not as a
pathway that is oheal benefit to the individual, profession and society as a whole. A

,-- ,

postmodern approach was adopted for the second phase of this study to question this
ideal. Postmodemism is an extension of the modem period in history that takes the

critical approach to an ideology or understanding about phenomena that no longer seem
transparent (Irvine, 1998), The approach attempts to re-contextualise and re-define the
modem era that is embedded in reductionism, history and tradition. Nurse education for
one, remains embedded in tradition and has been institutionalised by accrediting
government bodies (Hendricks-Thomas & Patterson, 1995).
From a critical perspective people worldwide find no realistic reason to vest hope
in a world that is good or getting better (Lemert, 1997). As Lemert suggests,
postmodemism is about the researcher questioning the inevitable changes experienced
by society and with it, the global realities of modern culture which may not always be
for the better. He therefore asks, "what is to be made of the world-concern that
preoccupies people outside the cloisters of privilege who believe the world is not what it
used to be?" (p. xiii). In light of this study, a similar postmodern question could be
asked. For example, what is to be made of the concern by me as a researcher, nurses
and nurse stakeholders alike, who sense problems associated with the demand for
advanced nurse specialists?
Postmodernism covers many disciplines and emerged in the 1980s as a
complicated tenn that has been pursued mainly in academic circles (Klages, 1997).
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Even so, postmodemism since the 1970s began as a set ofideas or an enlightened
reaction, or critique of the conditions of the world that has multiple meanings (Creswell,
1998). Creswell further suggests that although it was a period of universal
enlightenment, the primordial intent was to highlight the negative conditions that
prevailed since the latter parts of the l91h Century and to show the imbalances of power
wid struggles often felt by individuals. Leaming to understand these conditions allows
open discussion and possible discourse from those people or groups who may have
considered themselves marginalised or from those who continue to work and live with
contradictions such as nurses, doctors or any other health care practitioner.
By using intentional phenomenology and critical phenomenology, I was pennitted
another means to CrjStallise the deconstruction (Fontana & Frey, 2000) and
reconstruction (Denzin & Lincoln, 2000; Outhwaite, 1994; Watson, 1999) of the
phenomenon of concern. In other words, intentional phenomenology provided an
understanding of people who invested in nurse specialisation while postmodern
discourses evident in critical phenomenology offered insights of people such as nurses
who felt marginalised, sceptical and critical of ANS and education. The freedom to
-jwrite about a phenomenon that is critically and socially motivated enhances the
phenomenological approach that may be interpreted by some critics as merely
descriptive in analysis,
From another critical perspective, postmodemism that is qualitatively discursive
in nature may reveal 11 move away from obsolete roles which do not reflect the
specialisation, sophistication and autonomy of modern nursing (Watson, 1999). Watson
is passionate about a redefining and reconstructing of nursing that provid~ a delivery of
health care that is harmonious with other health professions such as medicine.
However, she appears to have an idealised view here because she emphasises an
"emerging order in the midst of chaos, for all nurse practitioners" (p. I 04). This
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suggests that the negative conditions experienced by nurses may not necessarily be
interpreted as destructive, but observed es a paradigm shift that is enlightening.
Research needs to be carried out to see if the paradigm shift to an "emerging order'' is as
positive as Watson believes it will be.
The triangulated approach used in this study, therefore, provided me with the
added capacity to undertake a sociological critique of the phenomenon of interest. Both
negative and posilil'.o issues are examined and discussed in the thematic findings of this
study.

Postmodemism and Critical Analyses
The critical approach to philosophical thinking, writing and research had its
beginnings from the Frankfort school in Germany after World War I (Stevens, 1989).
Critical theorists during this time provided discourse analyses on the development of
capitalist societies where the taken-for-granted conditions and traditions of democracy,
bureaucracies and employee-employer relationships required exploration with an open
and critical mind (Murray & Ozanne, 1991). Discourse analysis involves an
examination and exposure of the current sociocultural, political and economic condition
of modem society that can be extremely oppressive (Fiske, 1994; Wells, 1995).
Researchers who embrace this methodological approach are inkrested in

,,

critiquing fonns of domination and oppression that may be experienced by silenced and
marginalised groups in society. This may include the changing of activities and
relationships oflearucrs as consumers or clients of education, or courses as packages
(Fairclough, 1992) that are sold to clienls. Other examples include changing
relationships between doctors and patients (clients), politicians and the public, and
ii health care professionals, employers and employees. Fairclough suggests that changing

relationships are discursively constructed. In this study, I decided to undertake a
henneneutic (interpretive) discourse that concerns the relationship of ANS to nurse
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education. The outcome of undertaking triangulation of data in this study resulted in a
search for an appropriate discursive methodological approach that could illuminate the
nexus between ANS and education. A decision was made to use Crotty's (1998) critical
phenomenology to guide Part B of this study. Crotty based this on Habcrmasian
discursive communicative competence,
Part B: Crotty's Phenomenology and Habennas's Discourse
Habennas's interpretation ofknowledge is one that is "never pure, [arxlJ always
founded in universal human interests" (Lemert, 1993, p. 414). Habennas speaks about
different human interests such as techni.:al, practical and emancipatory. According lo
Ulrich (1983), emancipation is fundamental to interpretation and understanding because
it is possible to interpret historical events "as processes of individual growth and social

evolution" (p. 65). In this way it may be possible to re-interpret nursing's recent
transition from the apprenticeship model of education to the tertiary model.
On one hand, the move to a tertiary model of education that fosters theoretical,

professionaJ and interdisciplinary ~ow ledge, is a result of social evolution. On the
other hand, it is the result of individual growth from the time whe~ nursing was
historically embedded in the care for the ill and insane, and necessitated a degree of
personal humility, suffering and subservience to all professions of the day. HoPever,
whether the change to university education was through social evolution or personal

growth, both processes are founded on universal human interests.

,,."1,1

This study ofintersubjective experience and knowledge is a_lsi:>cbJ'~d on the
.:..:,

premise that meaning enables people to empower themselves (Street, 1990). In relation
to nursing, Street argues that scholars perpetually write about nurses as being
dis empowered because they do not value the development of oral skills as opposed to
written practices that arc embedded in language. She adds that nurse scholars in
particular continue to claim that nurses resist the development of nursing as a culture

based on written practices. It is possible therefore, that nurse scholars may have

"

miscalculated·.nursing's communicative practices because Street, and a decade later,
\ '

'

Rolfe (2000) and Walker (2000) claim that " ... nursing Is an oral culture" (Rolfe, p. 83).

Therefore, it is vital that these assumptions be re-explored and that nurses further
examine and expose these scholarly views by "constructing telling arguments or
critiques through conversation" (Street, 1990, p. 5) with a range ofhealth care
clinicians, including nurses.
Even though nursing is an oral culture, the :Sci~·htific culture however, fails to
embrace the narrative voice of daily conversation as empirical knowledge (Rolfe, 2000;
Walker, 2000). Tci'overcome this discourse, the authors and Street (1990) suggest that
soc.iologists should challenge this status quo by affirming story telling as a research
method that is able to expre/S cultural knowledge embedded in nursing, As a result, I
decided to use LTOtly's (i 998) version of critical phenomenology based on Habermas'
cooununicati.ve discourse in this study because it was one way of engaging in story
telling via the oral knowledge from nurse stakeholders.
Crotty believes that the adoption of language as a research strategy has an affinity
to Habermas' critical theory. That is, humankil'ld is competent in the use oflanguage
that is based on a shared understanding (Brand, 1990). What is common to
phenomenology and central to communicative discourse is that shared meanings are
competent!y expressed in language or conversation, and not exclusively on the written
word. The extension ofHabermas' theory however, is that communicative action is
motivated by the individuals' ability to reason (Brand), This presents as an analysis of
rationalisation from a social perspective that focuses on" ...the intersubjective
achievement of shared understanding" (p. 14).
Overall, the tenets ofHabermas' social theory and more specifically
communicative competence (Bral'.d, 1990; McCarthy, 1990) are based on a scientific

(!
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inquiry that is socially critical and emancipatory. Even so, White (1995) suggests there
have been mony modifications to Hab'ennas' theory because there is no single concept
that remains straightforward. Habcrrnas's conceptual framework is made plausible
however, because the concepts are interrelated and generate" ... more conceptual, moral,
and empirical insight Ihm alternative approaches" (White, p. 7).
A triangulated phenomenological approach therefore, provided a deconstruction
and reconstruction of the phenomenon of concern. This permitted me to uncover any
distortions and constraints that may impede individuals (Stevens, 1989) or groups in
their work and lifestyles. Habermas (1987) himself refers to his communicative action
as that which advances Husserl's phenomeno-logical analysis, This communicative
action refers to a collective consciousness that is identified by the narrative o'fhistorical
events and social circumstances. The collective consciousness in this study is in Part B,
the focus group of nurse stakeholders.
Summary and Rationale for a Qualitative Approach
The desire to make sense of ANS and education requires., qualitative inductive
approach to analysis because little is understood of this phenomenon from those who
have Jived the,phcnomenon of concern. Intentional phenomenology that is interpretive
(hermeneutic) and critical phenomenology that is discursively communicative and
intersubjective, are appropriate lo this study because of the rapidity of change, These
changes including the technological revolution, demands for finite health care resources,
and the corporate world of education have arguably led to a situation where people may
find themselves in transition or in a tenuous situation.
I have endeavoured to understand and interpret both the affect and effect of ANS
and education on individuals and groups. It is important that the endeavour of this
study is not the identification of the specific social changes per sc, but the lived
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experiences of advancing specialists and stakeholders who live and work within a world

that is socially contextual and changing.
The tensions of ANS in particular, arc distorted by the consistency of societal
chlll\ge, educational marketing, enterprise work agreements, and technological
advancements that add uncertainty to all health care professionals (Parker, 1999) and
pllrlicularly, the career options for nurses. These latter issues constitute the contextual
nature of ANS and education as a nursing phenomenon. Therefore, a deconstruction
where the participants' and researcher's social biases arc laid bare (Fontana & Frey,
2000) and a reconstruction, where the historical material values (Denzin & Lincoln,
2000; Outhwaite, 1994) relevant to advanced practice, were undertaken to understand
the nature of this phenomenon.
Chapter three will exten~,this discussion further hy relating the methodological
choices to the research design appropriate for this study. In addition, a discussion of the
audit trail in order to maintain the rigour required for a qualitative study is provided.

·"
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CHAPTER THREE

The Theoretical Underpinning and Methodological ApproaCh, to This Study

,i;

Iiltroduction

My input as a rcsearchc: intimately involved in a phenomenological postmodern
study required methodological explication and reflexivity so that authenticity and
validity was assured as much as possible. The outcome ofmy methodological approach
demonstrates how and why I adopted a particular ontological approach, methodologies
and methods of data collection. The purpose of this chapter therefore, is to discuss the
theoretical perspective relevant to this study, methodology, and the rigour primarily

associated with Part A of this qualitative inquiry.
Phenomenology as a Postmodern Theoretical Perspective
Knowledge that is interpreted vnoies in clarity from individual to individual
(Tucker, 1998), According,~o van Manen (1990) phenomenology is sometimes used
" .. ,when the descriptive function is emphasised, [and] 'hermeneutics' when the
emphasis is on the inteipretation" (p. 26). Even so, whilst the theoretical perspective
concerning description and interpretation may differ, both are founded on the
epistemological framework that is based on subjectivism (Crotty, 1996). Neither the
concept of phenomenology nor of hermeneutics call things into question nor predict
outcomes, but simply present things as they are (Crotty, personal communication, 41h
December, 1996). This study about nurses who undertake advanced practice is oriented
to a human science that uses phenomenology to present what a certain phenomenon
means and the way (emphasis added) it is experienced (Crotty, 1996; Moustakas, 1994;
van Manen, 1990). According to Crotty phenomenological nursing research hos had an
over emphasis of phenomena that is solely based on the individual self as object. Crotty
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believes that the endeavour of authentic phenomenological inquiry is to seek " ... an
intentional analysis that embraces both object and subject . , . .i.e. on their being-in-theworld and their being-with-others" (p. 125). This view mirrors Moustakas' (1994) view
that being-in-the-world as the "object" is considered textural in content rather than
contextualised, and is described as a phenomenon that stands alone. The "subject" on
the other hand, provides structural content that is contextual, and refers to their beingwith-others.
'
I chose to take this theoretical perspective because this study is in keeping with

Crotty's emphasis. That is, there are two main phenomenological foci. The first is that
ofthe "object" in this study, which relates to the experiences ofindividual advancing
nurse specialists and stakeholders on their being-in-the-world that provides an
interpretation of ANS and education. The second phenomenological focus, the
"subject", relates to the way that nurses experience ANS and education within the
context of the social, moral, political, economic and personal conditions of the day.
In carrying out such a phenomenological approach, I am convinced that

Moustakas (1994) and Crotty (1996, 1998) have similar theoretical perspectives of what
constitute genuine phenomenological studies. These reflect my own perspective. There
is in general, agreement that human understanding and meanings are an outcome of
human experience and that the object and the subject are studied so that phenomena can
be viewed in their entirety. To take this view a step further, it is argued that the
separation of subject and object in qualitative research actually weakens the results
because a researcher is limited in constructing theory that is relevant to a phenomenon
(Minichiello, Sullivan, Greenwood, & Axford, 1999). In this study for example, a study
of the experiences ofnurscs that ignores the subject or contextual issues surrounding
ANS and education; such as the way that nurses experience work place agreements,
education programs, and the health care system in which they function, would offer
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limited depth ofnnalysis to this study. This is because the way nurses may reflect on
being-with-others, wi'uld not be analysed.
1,
•_'·.
,.,
Similar to Crotty': ·:iCws, Moustakas (1994) describes one's being-in-the-world
as noema and one's being-with-others as noesis. In my view, both are central to
understanding the theoretical perspective ofHusscrlian (I 948, 1973) transcendental
phenomenology. Moustakas' explication of what is nocmatic and what is noetic assures
me that I am able to glean the evidence of perceptual meanings that constitute reality.
The noema is that which the RN in this study experiences, that is, what slhe "sees,
touches, thinks, or feels" (p. 69) and the noesis is the way in which the what is
experienced, that is, how s/hc thinks, reflects, feels, remembers and judges. My
argument therefore, is that Moustakas and Crotty imbue noeses as those experiences
that are able to"... bring into being the consciousness of something" {Moustakas, p. 69)
and ultimately, provide the telling experience from participants that i~ intentional and
able to support meanings that are real in relation to the participants in this study. I
therefore contend that to study the noema (the object) alone would only provide a partial
textural view of the phenomenon. It is ultimately the noctic influences shared by the
RNs that would describe the social, contextual, and therefore, structural experiences of
ANS and education.
Together, the object that is noema and the subject that is noesis afford the
intentionality of consciousness to which Crotty (1996, 1998) and much earlier, Franz
Brentano (1838-1917) and Brentano's pupil, Edmund Husserl (1859-1938), espouse.
That is, every mental act constructs meaning and is essentially intentional whereby the
world is made intelligible (Lcvinas, 1973; Scruton, 1995), I believed that the nurses in
this study would he able to consciously reflect on both the object and the subject
because they were currently living and experiencing the phenomena surrounding ANS
and education.
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The issues of object and subject were aligned with my assumptions (Appendix C).

As I was personally involved with the interviews and data gathering, the explication of
my assumptions was carried out to clarify my personal value systems and to
acknowledge areas of personal power, biases and degree of subjectivity that I felt
required periodic review during both parts ofmy study. At least 12 basic assumptions
relevant to my study were considered. Sc,me were adapted from Kincheloe and
McLaren (1994). The explication ofmy personal beliefs above reflected the Husscrlian,
Crotty and Moustakas object/subject phenomena. Each statement incorporated the
object that is textural experience and is then contextualised to include the subject, that is
the human experiences with others in society. My assumptions acknowledge what I
believed was the significance of the obj~pi:subject nexus that is intentional reality.
' Furthermore, the explication and periodic referral to my assumptions from the onset of
identifying the problem statement was necessary in order to maintain focus on the
research problem statement and how I would reflect on my developing thematic
analyses (Appendix D).
One of van Man en's (1990) approaches to analysis was incorporated as an
additional guide to the undertaking of this study. Keeping cognisance of the
Husserl/Crotty/Moustakas framework where both object and subject were
contextualised, the 'analyzing approach' suggested by van Manen (1990) and adapted
from Streubert & Carpenter (1995), resulted in the following four steps as a guide for
analysing the data;
1. Tum to the nature of lived experience by orienting to the phenomenon, i.e., keeping
focused on the question and explicating all assumptions listed.
2. Explore the phenomenon by generating data using personal experience, consulting
phenomenological literature and searching the existentialism (nuances) and
descriptions from the participants.
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3. Reflect on the data in order to isolate and glean thematic statements that are
linguistic descriptions of events.
4. Write up the findings by varying the examples, writing and rewriting.

)
Therefore, in undertaking what may have appeared to some to be an eclectic approach
to this study, I believe that a theoretical perspective that is nocmatic and noclic in
analysis, provided a critical interpretation ofthe phenomenon of ANS and education.
Method of Data Gathering a11d Analysis: The Imerviews

Questioning from an interpretive paradigm is open-ended. This allowed me to
utilise my listening skills during the interview process (Creswell, 1998; Denzin, 1989).
During the conversational interviews (Gubrium & Holstein, 2000) with each RN in Part
A ofmy study, I anticipated a series of probing questions that could be drawn from the
responses from one single open-ended question. This single question was posed at the
beginning of the first of two rounds of face-to-face interviews with each participant. No
specific prompts were orchestrated and the conversation with each RN followed
spontaneously. Further inquiry on my part included non verbal cues such as a nod or by
saying, "tell me more." This line of inquiry continued with the conversational flow and
progressed, based on what the participant wished to say.
In short, additional prompt questions drawn from the first round of interviews

with each RN was not planned because I wanted the conversations to evolve naturally
(Eggins & Slade, 1997). However, what evolved, as a result of the preliminary analysis
of the first round of intetviews was a list of review questions (Appendix E). Therefore,
prior to commencement of the second round ofintetviews, each RN was infonned that I
had a list of questions that were drawn from his/her first interview with me,
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The opening question to each RN for the second round of interviews some six
months later was similar to the first. However, it was slightly altered lo reflect the RNs'
progress in their studies. The opening question asked of each RN therefore became,
"now that you arc nearer completion of your studies, tell me about your experiences and
decision lo engage in this program of study, and how this has impacted on you." I then
introduced the list of review questions as the conversation pennittcd during the
interview.
The list of review questions ranged between 10-20 questions specific to each
participant. These questions proved to be advantageous because they were trajectory in
intent (Sandelowski, 1999), participant sensitive and afforded further reflection,

clarification and expansion on issues raised in the first interview. As a result, I was
more confident that I had gleaned as best I could from what each RN believed was
worthy of discussion. It is this level of questioning that adds rigour to a qualitative
study (Beck, 1994; Sandelowski, 1993; Silvennan, 1993; Thome, Kirkham &
MacDonald-Emcs, 1997).
One part of the rigour required in qualitative research pertains to an iterative
approach during data gathering and analysis (Grbich, 1999; Thompson, Locander &
Pollio, 1990; TI1ome et al., 1997). I considered that the scheduling of a second
interview with the same RN six months later would allow me to review and compare
each participant's transcript for any variance that was considered either unreliable or
acceptable evidence. The reason for doing so was fourfold; a) to capture any
"experience-distant perspectives" (Benner, 1985, p. 9), for example, when participants
were offered or gained a promotion between the time of their first and second
interviews, b) to capture any "phenomenological variation" (Sandelowski, 1995. p. 181)
over time, for example, when a participant reviewed her progress in her studies and
decided to defer her enrolment, c) to capture a change of status position between the
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interviewee and interviewer (Silvennan, 1993), for example, me being an unknown
researcher lo a participant to me becoming a participant's mentor, or d) to capture a
change ofJifc.style circumstances, for example when a participant moved house or had
to deal with the death of a family member during her advancement.
The sb:. months spacing between the first and second interviews with the

participants in my study was also undertaken because phenomenological data is
inherently retrospective (Sandelowski, 1999, van Manen, 1990). The authors suggest
that individuals cannot reflect on an experience that they are currently experiencing.
Mindful of this, and knowing that the RNs in my study were currently experiencing the
phenomenon of interest, I undertook the longitudinal approach. This strategy allowed
for the possibility that some participants would complete their chosen program of study
by the time of their follow-up interview, and therefore, able to reflect on their
advancement retrospectively. Ir. effect, three of the 13 participants did complete their
study program on or prior to the time of their second interview. In all, each RN and I
had the opportunity to reflect on our first interview (by reviewing the transcript
together) and to draw on this interview prior to and during our second conversation.
As the sole interviewer in both parts of this study, my role as a listener was
considered essential to ensure neutrality (Ahem, 1999). Maintaining a relaxed and nonthreatening approach during the interviews, particularly if and when a RN wished to
confide in issues that were sensitive in nature to them supported the notion of neutrality.
This enablcll me to gain the confidence and desired trust between the interviewer and
interviewee. Furthermore, any anxiety I experienced focussed on 'being-at-ease' and
accepting of statements that a participant felt was queer or unusual. The imperative was
to ensure non-dominance over any participant, This latter perception was most likely
related to the fact that six of the 13 participants in Part A and all stakeholders in Part 8
had had prior contact with me from a professional perspective. The concern here was
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the participant's possible discomfort in sharing stories th:it may be secret in nature or
too sensitive to reveal to an already known identity. However, my initial concerns
proved to be ill founded on the basis that the participants volunteered to participate
knowing that a prior relationship had already existed between the parties. This in fact
proved to be an additional and positive icebreaker.
It is possible that from the participants' perspective, the intimacy of face-to.face

interviews may cause some feelings of discomfort or self-doubt, particularly if the
nature of the phenomenon is sensitive to them. However, van Manen (1990) suggests
that increased awareness, moral stimulation, thoughtfulness, and a sense of liberation
are positive outcomes as a result of participant involvement in interviews of a
phenomenological nature. This proved to be the case with every participant in this
study. Each voiced their appreciation and opportunity to be heard and understood, and
most of all valued for their contribution as likely co-authors of the study.
In a second example of neutrality, I was concerned that one participant advancing

specialist did not feel obligated to undertake her planned second face-to-face interview
with me. Her interview was scheduled on the same day following a rigourous seminar

presentation she gave to nurse colleagues. Whilst the seminar bore no relationship to
this study, I was concerned that she might have felt an inordinate amount of anxiety that
related to her seminar presentation. I offered this participant a defennent of our
intervfow but she was happy to proceed.
Maintaining a Phenomenological Audit Trail
To ensure continued rigour in qualitative analyses and check for any potential for
bias, co-coding1 with a panel of experts (Janesick, 2000; Streubert & Carpenter, 1995)

I
Co-coding: Thank you to my colleagues Drs Adrian Morgan and Yvonne Hauck for their support as cocoders in my study. Both are experienced qualitative researchers.
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proved fruitful. Two nurse colleagues with expertise in qualitative research were given
a week to separately enter their coding of two ofmy RN interviews. These were sent to
each as hard copies. My coding of these segments were not revealed to either colleague
at this stage. A meeting over a luncheon with my coJlcagucs was convened a week later
to verify and discuss our coding. As a panel, we con finned my reasoning and
interpretations with randomly selected code words from two participant excerpts.
Consensus was achieved, for example, with code words including "public profiling" and
"critical reflection". Each colleague had created "collaboration with others" and
"collaborative relationship" based on the same participant segment. These code words

were similar in meaning to what I had coded to be "public profiling". In another
segment my code word "critical reflection" was interpreted by my colleagues as
"reflection: critical appraisal" and "reflective practice" respectively. Whilst there is no
claim to an exact match of word use during this part ofmy audit trail, the language and
meanings nevertheless were considered by each ofus to be similar in context.
To ensure validity of qualitative data that is truly reflective, collected and
analysed, it was necessary to demonstrme an open and systematic approach to my
interview data as no one method can be used for all types of qualitative data (Burnard,
1991). A journal (Janesick, 2000; Rodgers & Cowles, 1993; Strcubert & Carpenter,
1995; van Manen, 1990) that incorporates a diarised chronological log of events and
personal observations (Appendix F) enabled me to reflect on the events and execute my
research strategies for the duration oft'1e study. At the same time, this assisted me in
generating an audit trail o.f events that minimised the potential for bias (Ahem, 1999;
Morse & Field, 1995) such as favouritism for one RN over another. For example, I was
aware that I might have favoured a RN working and studying in the perioperative
setting because ofmy interest in this area of specialisation. Keeping an audit trail ofmy
reflections maintained my awareness of this potential for bias.
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Included in the audit trail was the cancellation of the second interview and
withdrawal of data from the first interview with a participant, namely "Isabelle". The
data was excluded from the study because Isabelle revealed prior to scheduling of a
second interview that she was not currently enrolled in a course of ~tudy, but had
completed advanced specialist studies some years ago. One of the inclusion criteria as a

participant in Part A of this study was that s/hc must be currently enrolled in a specialist
nurse education program. A second interview with Isabelle, therefore, was not
conducted and the participant withdrawn from the study,
Each participant was posted a personal letter of thanks for their participation
(Appendix G) at the completion orthe first round of interviews. At the same time a
typed copy of the first interview transcript was either posted or handed to each
participant prior to the scheduled second interview, This gave each RN a minimum of
twChveeks or more to read, prepare for, and offer any feedback, such as lack of
\(

authe11tiCi1y;· inaccuracy of interpretation, sensitivity of information given, typing errors,
and ofi!:r any additional comment ifso desired. All 13 participants returned verbal

..

·1'1
I

feedback to confirm for accuracy of their first transcript (Appendix H). Five of the 13

};_1

RNs, namely "Brenda", "Carla", "Fiona", "Helen" and "Olive" highlighted typing
errors while Carla and Olive communicated their sensitivity of revealing their partner's
enrolment in a specific university or naming her own place of specialist experience
respectively. Olive drew my attention to a segment of our conversation that was
sensitive in nature, and indicated that I should exclude it from the data. Also, Olive
corrected two words that I had transcribed to read 'instability' rather than 'invincibility'
and 'change', rather than 'chance'. These transcribing errors on my part may seem
minor, but without a member check, can distort meanings and, therefore, interpretations
that arc truthful.
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A third visit or postal contact followed with a copy of the second interview
transcript given to each Part A participant. Once again, a personal letter of thanks and a
written invitation to provide feedback or to voice any concerns they may have had was
forwarded to each (Appendix G). This was done to undertake a member check for
framing of the interpretations (Beck, 1993; Jancsick, 2000; Linc-=>ln & Guba, 1985).
Written feedback that required correction of typing errors from the second interview
transcripts was gained from two of the 13 participants only, namely Olive and Fiona.
Six RNs personally communicated to me that the transcriptions were accurate in
interpretation and offered no further written feedback. The remaining five RNs offered

no confinnatory feedback following receipt of their second transcript. As with all
participants, each was pleased to keep both transcriptions for their own personal
referellcti. All RNs expressed that they were pleased to share their accounts and valued
their contribution to the study. None felt it a threatening or arduous experience, but that
the experience gave them the opportunity to talk with a colleague and to tease out issues
that they may not have always considered worthy of discussion.
More significantly, it was discovered after the second interview with Olive that
the second side of the taped conversation failed to be recorded. There was no cause for
alann however, as I was able to refer to the list of prompt questions that I had prepared
prior to my second interview with Olive. The keeping of a hand written log of prepared
review questions (Appendix E) that emerged from the first interviews with each
P'articipant proved to be not only systematic, but in this case, fortuitous. This action
also enhanced my ability to link content from the first interview at the time of the
second interview. I was able by process of elimination, to check for the content of the
conversation that I had unwittingly not taped with Olive. It was uncanny that the last of
all my taped 28 interviews partially failed because ofoperator error. This totalled some
19 minutes of unrecorded conversation. On discovery of this incident, I communicated
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to Olive what had happened and sent a hard copy transcript of what had been
successfully tape-recorded (45 minutes of conversation), with the addition of a briefly
written outline of the issues I noted that we had discussed. O!ivc returned by post, an
extensive written account of her perceptions based on the prompts and what she recalled
that she had said at the time oflhe interview. Her written narratives were aclded to the
final transcription and subsequently included in the data analysis.
Preliminary Analysis of the Interviews

During my preliminary analysis of the second round of interviews with the
advancing specialists, I noted that some infonnation from the first round of interviews
was not necessarily addressed in the second round. This is because it was not relevant,

already exhausted in descriptim1, or not considered an issue with the participant as a
whole. However, what I did differently at the end of the second interview with each RN
was to ask three set but open questions. The fir~t two questions may nut have been of
interest to the participants but it was possible that asking about, a) their experiences of
the accreditation process ofhealth care organisations, and b) their thoughts about nurse
credentialling, would reveal a common understanding about issues relevant to nurse
specialisation. The third and closing question allowed each participant to share his/her
future plans in nursing and to add any other comments that they desired. On completion
of the socond round of interviews, each RN was given a copy of his/her second
transcript to analyse and provide feedback before I undertook the final data analysis.
Apart from a review ofmy data by my co-coders, I went back to the participants
at least twice (each with a copy of his/her first and second transcriptions) and to four
participants a third time to share in a review ofmy thematic analysis. Beck (1994b)
refers to this as a member check. Two participants only were interested in reviewing
my thematic analysis. This may account for the greater interest the RNs had in the
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concrete descriptions orthcir own experiences rather than the synthesis of my overall
thematic analysis (Sandelowski, 1993).
Coding ofthe Data
Coding of the interview data and thematic analysis shifted from my manual entry
into a small code book to the electronic medium once all ir.tcrvicws were completed. A
more detailed and expanded interpretation of each code word and theme as they
emerged, was entered into The Eth no graph v5.0 (Seide!, 1998) computer program and
listed under 'memos'. A detailed description ofmy interpretations with significant

synonyms and antonyms that were deemed to be useful at the time of writing up oflhc
results of the study was entered progressively. Besides, a visualisation of the changing
'family tree' of code words and themes viewed in The Ethnograph could be retrieved as,
and when, required. I was able to view, reflect on, and check for sequencing and best

fit. The computerised 'code book' was automa'.icaily dated and updated as the data was
scanned for new or changed code words. At the same time, each code was linked to the
relevant participant identifier. For example, 'A J' for Andrew's first interview, or 'O 2'
for Olive's second interview. This action allowed me lo create, redefine, recreate or
merge code words with a degree of clarifying confidence during the whole analysis until
the resting family tree with core themes, categories and sub-themes finally evolved.
Further rigour was undertaken by seeking discussion and review ofmy thematic
analysis and coding. The aim was to confinn authenticity of the data analysis (Beck,
1993, 1994; Streubert & Carpenter, 1995). This additional member check was
conducted over the telephone soon aft.er completion of the second round of interviews
with two participants, name!y Andrew and Helen. Both agreed to offer constructive
criticism ofmy thematic analysis. This was undertaken by telephone at their request. A
meeting with Helen was improbable as she lived some 400 kilometers away. We
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discussed some ofmy coding and con finned that code words such as 'being collectively
invisible' and 'being rejected' were not what she would have imagined but plausible
nonetheless. Much discussion took place concerning how she compared with the other
participants. It was necessary to clarify with Helen that from a phenomenological
perspective, the study was not based on comparisons with others but of life experiences
that was relevant to each. However, the code words that I discussed with her were
deemed plausible and relevant amongst all participants.

I requested that Andrew verbally critique D' j interpretation of the dialogue from
our interviews. In doing so; I suggested that he lcll me if and when he felt that £Orne of
my code words, themes and supportive nairntives were plausible to him. During the
process, Andrew listened and made response to my interpretations of at !east 50 of the
73 code words that had emerged from the data. Andrew was positive and somewhat
elated with the interpretations and indicated that credibility was evident. He stated that
"it real!y provides me with an understanding of what I do" and felt a detailed sense of
the whole.
In conclusion, a consensus about the authenticity and accuracy of all first round

and second round interviews was reached. Further validation of themes and code words
that emerged during my data analyses by participants that volunteered to undertake a
member check, was achieved,
Validity/Tn1stworthi11ess//11ter-Raler Reliability
In qualitative inquiry, the explanation of trustworthiness as against validity and

reliability is documented (Beck, 1992; Carr, 1995; Lincoln & Guba, 1985; Morse, 1998;
Sandelowski, 1993; Strcubert & Carpenter, 1995; Whittemore, Chase, & Mandie, 2001 ).
Creditability or the truth-value oft he data gathered from the interviews in this study was
achieved when each RN was able to confirm his/her transcript as an accurate account of
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the conversational interviews that took place. The interpretations in the fo1111 of

transcripts and written or oral focdback were believable, recognisable and the
participants were able to relive the experience.
Auditahility is achieved by the listing of themes and codes that arc subsumed by
the meanings derived from the data. In addition, an extensive audit trail of my dccisionmaking comprising my ~·ersonal reflections, journal and logs in the fonn of field notes
was maintained as an audit trail of why, what, how and when themes emerged
(Appendices D, E, F, & H). Transferability or fittingness is afforded when a reader or
others from the same or similar disciplines accept the narratives as plausible accounts of
the phenomena under examination. Moreover, the narratives can be applied to the real
world or the findings fit into another context. The use of co~coders for example
demonstrates this.
Lastly, confinnability is gained when the reviewers of this thesis arc convinced
that auditability, creditability, and fittingness arc achieved and that the data is
fundamentally free from bias even though it is considered value-laden. My explication
of how I maintained bracketing and the setting aside ofmy assumptions during the
study provides evidence to substantiate my assertions of confinnability.
Saturation of the Data
Reaching saturation of the data is yet another issue that I took into account: that I
had undertaken an exhaustive account of the phenomenon under investigation (Talbot,
1995). Indication of saturation in this study was evident after review of the first round
of phenomenological interviews and before scheduling of the second round of
interviews. No further code words were being created. In effect I had reached the stage
when my i:earch for further code words resulted in the collapse and integration of code
words that had already been defined and the creation of significant themes. For
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example, when the participants urged that they should maintain 'credibility' of practice
or when they 'fantasised' about advanced practice, or when they believed others were
'hypocritical' about nursing, or described 'paradoxes' that were incongruent to their
understanding about ANS or education, the codes were collapsed to link with my
original code of'idealism'. The code 'idealism' emerged in each interview, whilst the
four codes mentioned above were scattered disproportionately throughout all 13
interviews.
This may also be viewed as a process of clarifying code words, segments or
meaning units (Colazzi, 1978; Denzin, 1989; Diekelmann, 1992; Giorgi cited in
Moustakas, 1994; van Kaam, 1966; van Manen, 1997) which is a common style.
Furthermore, the process equipped me with the flexibility and freedom to be creative
during coding of the data and to conceptualise themes that were effectively more
concise in the number of codes, without loosing meaning.
The frequency with which the codes and themes occurred in successive interviews
and until no further information could be found, provided further evidence of saturation
of the data (Streubert & Carpenter, 1995). The Ethnograph program was useful in this
endeavour as the numerical frequency and sorting in alphabetical sequence of codes and
themes were automatically archived and retrieved in an easily interpreted spreadsheet
(Appendix

n.

Furthermore, the number of segments that related to each theme, sub-

themes and code were easily calculated. This provided me with a sense of confidence
that there were many supporting narratives from which I could select and at the same
time, demonstrate saturation of the phenomena.

Using Critical Reflection
Maintaining a critical perspective prior to proposal writing, during the data
analysis and finally during the writing and rewriting of this study enabled reflexive
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bracketing. This critical process enabled a continual and evolving review, return and
ultimately final revelation of all possible facets of the phenomenon of interest. I1 also
enabled me lo maintain rigour in further probing of issues to conceive as best possible,
individual conversations during the data analysis. For example, I maintained a log of
weekly readings in the national newspapers for the duration of the study. These

newspaper articl,es, journalistic reports and reflections were read and gathered from 'The
Australian' and 'Weekend Australian' newspapers and the clippings logged on a weekly
basis into an exercise book for periodical reflection. The articles comprised a mix of

philosophical issues relevant to the current political, sociological and life-style issues of
the day. These included, but were not exclusive to, issues on medical infallibility of
health care services, family law issues, university education and learning, globalisation
in the work environment, technological advancement, and matters pertaining to the
nursing shortage. This Jog of articles heightened my awareness of current national
sociological, political, economic and psychological issues that may have impacted on
any of the participants during the data collection.
It was important that I did not work within a vacuum, but ultimately be aware of

any issue that may have had relevance in terms of the contextual nature of the
phenomenon under investigation. Not only was I more aware of what was known or
said publicly, but more observing of the subject that is contextualised. Whilst this may
be seen by some to negate the act ofbracketing that is phenomenological reduction
(Scruton, 1995, p. 253), "[a]ll reference to what is susceptible to doubt or mediated by
reflection ...was ... excluded from the description of every mental state" (p. 253) at the
time of coding each phenomenological interview. In other words, my critical approach
was placed in abeyance at the time of interview with each of the 13 RNs and focus
group of stakeholders. Any genuine interaction with a participant during a taped
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conversational interview required entry into his or her subjective world rather than
maintaining a personal critique of what was being said.
Reflection in Action
Reflecting on myself as well as others during the data collection and even more so
in the analysis, enabled me to gain useful knowledge and insight that I might not have
otherwise thought possible. I was able to mobilise and focus my attention on what
Hirschhorn (1991) describes as common "triggers" such as " ... anomalies,
contradictions, and metaphors" (p.122) when carrying out the interviews. The sharing

of other's experiences relating to advanced nurse practice and education proved to be a
source of learning for me.
What became evident during the data analysis in particular, was the consistent

manner in which I reflected on and interpreted the RNs' conversations. This in turn led
me to consistently check the meaning of each code word as it emerged. As a result, I
developed a protocol for quick review of ongoing analysis. While doing so, I kept a
number of memos to reference my thoughts and why I arrived at a code word. A small
hand-held memo book of code words that listed each new W(lrd in alphabetical order
and under each participant's name became my chief reference source. I also gave each
participant a pseudonym for purposes of privacy. In doing so, I sequenced the
pseudonyms in alphabetical order in the memo book that also reflected the timing of the
first to last interviews in chronological order. Such a systematic process enabled me to
quickly view all documents or files subsequently entered and stored in electronic form
or in hard copy. As for the memo book, I was able to easily skim through the memos
and check for recurring and developing themes that included a brief extended meaning
of each code word. I used this memo book to maintain accuracy and consistency ofmy
entire data analysis.

49
Lastly, a hand-drawn mind-map of each code word and ultimately, them er., were
sketched at poignant stages on a white board during the data analysis in order lo make
comparisons with previous mind-maps. Maintaining a mind-map as I changed code
words, metaphors, or themes provided a schema of where I had come from and what
had changed. This further enhanced the clarification process and audit trail of events
until finally I had reached the findings to Part A that fonncd into a thematic
reconstruction (Appendix J) that was fitting.
Reframi11g ofthe Methodological Approach

I made a significant change in the process of analysis soon after transcribing the
focus group interview with nurse executives. I initially intended that the data from the
focus group interview with the senior nurse executives would be combined with the
face-to-face interviews with the 13 participant advancing nurse specialists. However,
soon after transcribing the focus group interview I sensed a dissonance in meanings of
the data. For example, the nurse executives focussed their conversation on ways of
recruiting, educating and retaining advancing specialists, rather than on how RNs in the
workplace experienced ANS and education. While the nocmatic (object) understanding
about the phenomena ofintcrcst was the participants' focus in both parts ofmy study, it
was the noetic (subject) textural understanding that differed. It felt wrong that both
forms of interview data could be collectively coUapscd into respective themes that
shared fittingness.
The phenomenological method shared by Husserl, Crotty and Moustakas was in
keeping with the individual interviews in Part A of this study, as the one opening broad
question allowed participants to speak for themselves and not be influenced by others'
discussions. In so doing, they were able to reveal that which was their experience and
to describe the noetic way it was experienced in the worlc!. This reconciled with the
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object/subject framework that is based on phenomenology as a research method. My
interaction between individuals in the focus group interview on the other hand, resulted
in a more structured and consequently more formal response compared to the individual
interviews. It remained open in nature, but more concrete in responses, perhaps because
of the use ofa semi-structured interview guide (Appendix K), This resulted in a more
concise and collective view of issues that predominantly focused on the executive
nurses' concerns about the compromises in the work place and the problems associated
with staffing of nurses undergoing ANS and education. The economics oflime was
also a significant factor to consider for the focus group, and the meeting was rightly
scheduled to a rigid timcframe compared to the individual interviews with the
advancing specialists. It was at this stage when I reasoned that the focus group
interview could not be conceptually integrated with the individual interviews.
At this stage of the data collection I decided to place the focus group data in
abeyance until after I had completed all scheduled second round interviews six months
later with each of the nurse specialists. This also necessitated consultation with my
research supervisors to negotiate an appropriate rethink and possible change of strategy.
I indicated that since the rereading and reviewing of the transcripts, I believed that the
data from the 13 nul'lies participating in advanced study and practice was in keeping
with the method ofHusserlian intentionality (Husserl, 1948, 1973; Levinas, 1973; van
Manen, 1990) as initially intended, However, I was perplexed by the focus group
interview data. This data bore little resemblance thematically to the RNs' interview
data, but lent best to the critical edge of professional nurse practice and health care
policy. The focus group data from the stakeholders was indicative ofCrotty's (1998)
phenomenology that is aligned to Habennas's (1987) intersubjcctive communicative
action. Therefore, the decision to use two parts to this study W(IS made. In short, I used
the focus group data for Part 8 of the study rather than combine it with Part A.
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Change of Writing Style

Prior to the writing up of this thesis, l believed that to keep true to my mission of
maintaining a critical phe~omenological approach, it was best to write in the third
person. However, on reflection, I was convinced that the phcnomcnologic<1l data during
the post analysis period should be written in first person because ofmy closeness to the
data. It felt natural to write in first person because of the shared interaction with

participants and connectedness to the topic that was context dependent and value-laden.
As Seidman and Wagner (1992) reason, truth and knowledge from a postmodernist
perspective is not universal but context dependent. From this viewpoint, the power for
the participants to speak as they see it, and for me to listen and interpret the phenomena
of concern was made plausible by writing in first person, rather than writing in third
person. Moreover, the writing in third person has traditionally been considered an
empirical approach whereby objectivity rather than subjectivity, is ·~alued.
'
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CHAPTER FOUR

The Textural Core Fiml/11gs of ANS a11d Education
Introduction
This chapter illustrates the textural core findings of'moving toward ANS and
education'. These findings emerged from the participants involved in Part A of this
study, which described the object of a phenomenon that is continually changing.
Therefore, the RNs sensed the feeling of moving as they advanced. Explanation of the
data collection, recruitment and description of participants, the inteiview characteristics,

the ethical considerations involved and the method of transcribing of interviews precede
the discussion of these findings.
Recruitment of Part A Participants: The Advancing Specialist RI~s
A stratified purposeful sample (Llewellyn, Sullivan & Minichiello, 1999) of
advancing specialist nurses currently enrolled in a graduate program was sought. These
nurses were recruited from areas of specialty practice. Thirteen RNs (two men and 11
women) were recruited as participants. Each RN volunteered to partake in the study
because slhe responded to two staggered newspaper advertisements, one with a feature
article (Appendix L), All were invited to talk about their experiences because they met
the selection criteria; they were currently working as a RN, enrollt!d in a program of
study relevant to ANS, and volunteered to articulate their recent experiences as an
advancing spP.cialist. In addition lo the two newspaper advertisements, displays of fliers
on metropolitan hospital and university notice boards (Appendix L), and the snowball
sampling technique (Llewellyn et al.) were used. Five RNs were recruited from the
'West Australian', four from the 'Sunday Times', one from a hospital or university flier,
and four from the snowball effect.
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Each RN made initial contact with me by phone. Confirmation of currency of
enrolment in n study program that reflected an area of ANS in which they were already
practicing was obtained, Nine nurses volunteered from the metropolitan area of Perth
and four from the regional area of Western Australia (W.A.). Contact details were
exchanged and a consent form (Appendix M) and demographic questionnaire
(Appendix N) posted to each, In the case of one regional participant, the forms were
sent via e-mail. The scheduling of the first interview was tentatively confirmed at this
stage.

The aim and purpose of the study, along with the interview process and

information that would protect their privacy was detailed by telephone and outlined in
the consent fonn. The maintenance of anonymity and confidentiality and the right as
participants to withdraw from the study al any time were communicated. The
participants kept a copy of the consent form and returned a signed second copy of the
form to me, along with the completed demographic questionnaire with agreed
pseudonym. Both forms were received personaUy or by post and filed under
alphabetical order and corresponding pseudonym. For example, the first round of
interviews was filed Al (first interview with Andrew), Bl and so on, to O I. The second
round of interviews was filed A2 (second interview with Andrew), B2 and so on, to 02.
Staging of Part A Interviews
The colledion of data involved first and second round face-to-face or telephone
interviews with 13 RNs. These appointments were staged over a five-month period.
The first commenced in August 1999 and the last with Olive was completed by
November 1999 (Appendix H). One RN (Nola) failed on two occasions to tum up to a
mutually scheduled interview. I decided not to pursue this participant any further and to
simply let things be, even though Nola initiaUy contacted me in response to a hospital
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flier. This resulted in 14 interviews being conducted and audio-t:ipcd. Al this stage of
the data collection I had received five additional responses to the newspaper
advertisements, the majority from RNs working in the regional areas ofW.A. However,
none of these respondents met the inclusion criteria.
At the conclusion of the first round of interviews, all but one of the 14 participants
confinned that they would be available for a second interview in six months time,
Isabelle was not sure· when her family would take a job transfer from regional north to a
south-west town in regional W.A. It was agreed therefore, that she, rather than I, would
make contact again in approximately May, 2000. By August 2000, Isabelle contacted
me. She revealed that she did not meet the inclusion criteria as a participant. Even
though she had completed a graduate diploma in child health, she was not curre11t/y
enrolled in an ANS program. I was glad to hear from her and we both confim1ed that
our first conversation would be omitted from the data analysis.
The second round of interviews commenced in March 2000 and completed three
months later in June 2000. The undertaking of the first and second round of interviews
resulted in a total of27 interviews (13 repeat and one single), totaling a little more than
27 hours of taped and later transcribed conversations. The average time frame between
the scheduling of the first and second interview with each participant was six and a half
months.
Interview Characteristics
The first round ofinteiviews included two telephone and 11 face-to-face
interviews with participants. Of the 11 face-to-face interviews, six were conducted in
the participant's home or place of work and five in my work office at the participant's
request. The average length of time taken during the first round ofintcr\'iews was 64
minutes. The duration ofthc interviews ranged from 41 to 90 minutes. The average
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length of time taken for the second round of interviews was 58 minutes. This was
slightly less in time frame compared to the first round of interviews. The duration of
the interviews ranged from 30 to 70 minutes. Of the second round of interviews, three
were conducted ever the telephone, and 10 face-to-face. Two of the IO face-to-face
interviews were conducted in the participant's home; three in the participant's work
office, and five in my work office, once again at the participant's request.
The time frames mentioned above take into account the recorded times of the

conversations only. Time taken in the recording time plus the additional discussion
time with each participant averaged one hour and 36 minutes for the first round of
interviews and one hour and 28 minutes for the second round of interviews. This is
mentioned because the warm up times and interview closures often prompted extended
interactive discussions that were relevant to the ease at which the participants and I were
placed.
Ethical Considerations
Consent to undertake the study was sought from the Edith Cowan University
(ECU) Committee for the Conduct ofEthical Research. Permission to gain access and
invite voluntary participants to discuss their experiences relevant to the phenomena was
subsequently obtained from the Head of School of Nursing at Curtin University of
Technology in Bentley, W.A, (Appendix 0). This was considered necessary bt:cause
part of the recruitment strategy was to display fliers on the School's postgraduate notice
board to recruit likely participants, However, to ensure against inadvertent bias or
conflict of interest it was decided 1101 to recruit participants from ECU and make contact
with the Head of School of Nursing and Public Health at ECUbecause ofmy affiliation
with the university as a staff member. Potential participants from ECU or otherwise, on
the other hand, were recruited through the newspaper advertisements. Permission to
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display fliers ofthe advertisement in a variety of hospitals was also sought from the
executive nurse educators of four metropolitan, and one regional hospital, namely, Sir
Charles Gairdner Hospital, Hollywood Private Hospital, Mount Hospital, Fremantle
Hospital, and Geraldton Regional Hospital (Appendix 0).
Participants were reassured that their involvement in the study was voluntary and
thal they could withdraw at any time without penalty. Security of all data including
audio-tapes, transcriptions, field notes, computer diskettes and hardware was
maintained. My personal computer remained password protected and kept in my
private residence. The remaining data were secured in a locked filing cabinet next to
the computer. The audio-tapes will be kept for five years afier completion of this study
for audit purposes and if any participant wishes to review his/her conversations with
me. After this time has elapsed, the audio-tapes will be erased.
Transcribing the Interviews: Using The Ethnograph
Use of The Ethnograph v5.0 (Seidel, 1998) is a software program that provided
for a thorough analysis of complex data because of its powerful search and retrieval
abilities (Russell & Gregory, 1993). It enhanced my ability to confidently collate, store,
code, retrieve and statistically review the frequency of data when and as required. In
addition, memos were stored and retrieved via The Ethnograph based on the date of
entry. All code words could be sorted relevant lo their frequency, alphabetically, or
both. These functions and more were beneficial in handling the large quantities of data.

Description ofthe Participa11ts
The demographic data indicated Carla and Judith had less than five years but
more than two years ofnursing experience. Of the remaining 11 RNs, Linda and Olive
had five to 10 years, Helen had 10-15 years, Eric, Fiona, Karen and Megan had 15-20
years each, and Andrew, Brenda, Diedre and Gail had greater than 20 years experience
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ns a :lN. Diedre had a master degree in nursing, nine had a minimum of11 bachelor
degree or postgraduate diploma relevant to nursing, and three a hospital based diploma
award. Ofthe advancing nurse specialists, five were undertaking a master degree, four
a postgraduate diploma, three a continuing education program, and one, a bachelor
degree. All except Olive were studying part time. The range of specialties in which the
RNs worked, studied or both, included men's health (Eric & Andrew), women's health
(Diedre), learning disabilities (Brenda), inte!!cctua!/physical disabilities (Gail),

midwifery (Carla), community nursing (Diedre), rural/remote area nursing (Helen),
complementary health (Gail), mental health (Olive), oncology (Eric), critical care

(Fiona, Karen & Linda), health service management (Andrew), emergency (Andrew &
Fiona) and perioperative nursing (Judith & Megan).
At the time of the scheduled interviews and between the first and second
interviews, all participants remained in nursing work. Some gained a promotion and
others changed enrolment status in their field of study. Andrew was the first to be
interviewed. He was enrolled in a grad•.tate diploma in men's health and\)y the time of
his second interview, was enrolled in a master degree in health service management
while working as a Levd l (first of five incremental levels of nurse employment in
W.A). He also accepted a promotion as a Level 2 nurse in the emergency department
(ED) of a metropolitan hospital. Andrew was in the early stages of his coursework
studies through a Perth university.
Brenda was the second RN to be interviewed. She worked as a nurse consultant
in special education while undertaking a master degree relevant to lhe educr.tio~ n~eds
of children with learning disabilities. Brenda focused on individuals with attentional
disorders such as attention deficit disorder (ADD) or attention deficit hyperactiv_,f
disorder (ADHD). She was at the proposal stage ofher research studies throuiih a Perth
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university, Carla was enrolled in a postgraduate diploma in midwifery through a Perth
university. She worked in a regional hospital as a Level I nurse. By !he time of her
second inteiview, Carla had withdrawn from her studies even though she had completed
half of her program. In the meantime Carla accepted a promotion (in management) as a
Level 2 nurse in the same hospital.
Diedre was enrolled in a mental health course run in the distance education mode
by the Health Department ofW.A. She worked in dual nursing roles. The first as a part

time consultant i~ the rural/regional sector as a woman's health private practitioner, the
second as a LevCI 2 nurse coordinator in a regional hospital. By the time of her second

interview, Diedre had accepted a promotional position as a community health nurse
manager (equivalent to a Level 4), being responsible for the delivery ofhealth care
within a regional health service of W.A. She had also completed her continuing
education course relevant to mental health. Eric worked as a Level 3 clinical nurse
spceia!;st in the oncology department of a metropolitan hospital while enrolled in a
master degree program relevant to men's health and oncology. He was at the proposal
stage of his research studies conducted through a Perth university. Fiona worked in a
regional hospital as a Level I nurse while enrolled in a master progran1 in
emergency/critical ea\"e nursing. She was near eump!ction of her master by coursework
studies through a Perth university.
Gail was enrolled in an instructor's course in healing touch. This course was run
in the Australian State of Victoria where a private education provider of complementary
therapies was situated. The course catered for members of the Holistic Nurses
Associatic,n and required up to two years full time study or equivalent to complete.
Enrollees were required to attend part of their studies on campus at the Victorian centre.
.Gail had already undertaken prior studies specific to complementary health and wished

59

to practice as a complementary therapist on completion of her current instructor's
course. She othenvise worked as the community nurse (~')uivalcnt to a Level 3 nurse)
in a metropolitan centre of Perth that catered for individuals w]m had a severe physical
and/or mental disability such as muscular dystrophy or spin a bifida. Helen worked as a
remote area nurse(cquivalent to Level 2) in the north west ofW.A. She was enrolled in
an advanced health assessment, short education course offered by the Silver Chain
Nursing Association. She completed her course by the time we had our second

interview.
Judith was enrolled in a postgraduate diploma in pcrioperativc nursing and
initially worked as a perioperative nurse in the regional area ofW .A. as a Level 2 nurse,

and later ill the metropolitan area as a Level I nurse. By the time of her second
interview Judith had accepted the lower level of employment in order to gain varying
experience in a large metropolitan theatre suite. She was near to completion ofhcr
course through a Perth university. Karen and Linda were both enrolled in a master
program relevant to critical care nursing through a Perth university. Linda worked in
the intensive care unit of a metropolitan hospital as a Level 1 nurse. By th!! time of her
second interview, she gained a promotion as a Level 2 clinician in the intensive care
unit (ICU). Linda was at the proposal stage of her research studies undertaken through
a Perth unive~ity. On the other hand, Karen, who had vast clinical experience in the
ICU had gained employment as a research nurse (Level 3) in the same hospital. By the
time of her second interview, Karen was in the beginning stages of her research study.
Megan worked as a senior level (equivalent to Level 3) pcrioperative nurse in a
metropolitan hospital and was enrolled in a bachelor program, majoring in health
promotion through a Perth university. By the time ofhcr second interview, she was
near to cvmpletion of her degree course. Olive was the last RN to be interviewed. She
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studied full time for a postgraduate diploma in mental health nursing through a Perth
university, She did this while working as an agency nurse in the general medical
surgical settings of different metropolitan hospitals. By the time of her second
interview, Olive had completed all requirements to successfully graduate from her
course.
It should be noted that four of the participants had dual specialist roles. Eric

spt:eialised in oncology with a focus on men's health while Andrew worked as an
emergency nurse with a converging interest in men's health. Diedre continued work as
a community nurse while consulting in her own practice, providing a service that was
oriented to women's health. And lastly, Gail worked as a community clinical specialist,

caring for people with physical and intellectual disabilities while advancing her
knowledge, practice and expertise in complementary therapies. Such examples of dual
roles and expertise did not affect the data analysis but demonstrated the contextua\ity of
the phenomena surrounding ANS and education.
The Thematic Findings
Overview of Core and Sub-Themes
The core theme 'moving toward ANS and education' with subsequent sub-themes
emerged from the RNs' critical reflections about the phenomenon of interest. These
reflections (see sample in Appendix P) were embedded in all themes. It was through
these reflections via the interviews that a de-construction (Fontana & Frey, 2000) of the
RNs' lived experiences was realised. In the final analysis, 73 code words pertaining to
the pattern and levels of core and sub-themes emerged (Appendix Q; R; S). All code
words were based on the taken-for-granted knowledges ofothers that I inductively
interpreted and understood as the RNs' everyday interactions (Crotty, 1998; Tucker,
1998). Based on the themes, a reconstruction of the phenomenon was :nade possible.
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The collation nnd analysis oft he themes contained an overlapping of 'nested segments'
for many code words. This wns because I viewed the narratives and subsequent
meanings as contextual and not always recognised as discrete categories,
Movillg Toward ANS am/ Education: The Competing Forces

The external competing forces that the RNs in this study faced included the nature
of specialist nursing work within a bureaucracy. The internal competing forces they
experienced were related to management decisions that the RNs faced while working in
their area of specialisation, and when working with other health care professionals.
Both forces impacted on them being an advancing specialist, and more specifically, on

them being able to acknowledge and influence the delivery of a standard of health care
that was acceptable to them. The external forces comprised for example, the state and
federal health care systems, tertiary education system and the organisational changes
tal<lng place relating to federal and state industrial policy. The RNs in this study felt an
obligation to respond to these issues as they presented in their work. The internal forces
comprised the everyday contacts, management decisions, and exchanges that they faced
while advanei;ig, either in their place of work or in their home. For example, staffing
restructure by nurse management or decisions relating to home and family issues, were
detrimental to their advancement.
External Competing Forces
The recently implemented enterprise bargaining agreement (EBA, 1998) for
public health sector nurses at the time of the interviews was revealed by the RNs as an
external competing force. The EBA embodied the tenns of reference under which the
nursing profession's state industrial award was negotiated. As a result, the RNs in this
studv felt that they needed to be mindful of the impact of their requests for incremental
salaries that were associated with the rising health care costs that the community was
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required to sustain. For example, advanced specialist nurses needed to be mindful of
nursing's ongoing industrial demands that in turn, impacted on the constant balancing of
resources in tenns of costs that their managers were expected to deal with.
Similarly there was a requirement for regional nurses to negotiate an award
relevant to the nature of their work. It was important that remote area num:s should b(l
involved in issues that conc(lrn(ld the nurses' industrial award because health service
managers wished lo spend as little as possible, including accommodating the rising
salaries for nurses:
There's individual agreements registered for indivi,lual heaflh services
across the state now. And yes we {the mtrses workillg ill Albany] have
differe11/ 11eeds than perhaps to say, Gerald/011. Geraldtou has differellf
requirements. A11d it's a step in the right direction bl/I you do need lo have
strong people to negotiate. Because the health sen1ices managers want to
spend as little as possible [Fiona 2].

At the same time another extcr. .1 competing force emerged when th(l RNs
thought that they might be able to ddiver an acceptable standard of care to the
individual that was cost effective. The suggestion was that the advancing specialist
should think of new ways of delivering care that was cost effective. Ensuring care that
was cost effective was a competing force that was constantly on their minds. While 11
of the participants had had previous management experience relevant to their clinical
practice, one RN admitted that h(l was unable to relinquish his "bean counting" skills
now that lie was working as a clinician:
Well we were assuming that we were t!Ji11ki11g as managers should think ....
Clinicians s!to11ld think ofthe most efficient way of delivering or the safest
way of delivering their patie/11 care ... B111 at what sort of/eve! ofpriority you
put it I am not q111'/e sure. I still do have some 111a11ageme111, you know, some
bureaucratic thoughts 011 heal/I, care a11d some very strong beliefs in w!tat
should a11d should 11ot be allowable through the public health care system
[Andrew ff.
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A further competing force was society's demand for health care based on a
medical model of care. It was well understood what effect the role of the Australian
Medical Association (AMA) played in thwarting nursing's professional aspirations
(McCoppin & Gardner, 1994). Even though the nursing profession was gaining some
respect by the public, a biomedical model was not always in keeping with how nurse
specialists in the emergency department (ED) for example, could focus on a preventive

model ofhealth care, even if they wished to:
... of course the medical model still mles. It seems that society wallls it that
way. You liste11 to the current debate abo11t the health care and the f1111dillg
of other projects around the metropolitan area. Though the community says
I do11't want this (co11111111nity projects), we wallf more hospitals, we want
more ofthis medical model of care. But they don't know this. They don't
realise what they are saying. It's a place for people with tobacco a11d
alcohol related disorders to come i11, have their problem fixed so they can
ret11m to their nasty behaviour that they were doi11g before! {Andrew l].

The health care system also presented as a competing force when the RNs cared
for individuals who had private health insurance. The RNs fell an inequity within the
bureaucrncy because people accessed health care based on who could afford to pay for
private health. As a result, at least four of the RNs felt that they were required to accede
to what they had relatively little influence over, particularly when a patient accessed
private health care based on a priori of convenience. From Andrew's perspective, the
private patient was more concerned about the convenience factor of choosing when and
where s!he co,uld receive elective treatment; not on how well the nursing or medical
staff of a particular hospital provided care. Privatised health care was considered a
competing force because the public did not acknowledge the care that nurses gave. That
is, it was felt that the public neither understood nor appreciated the mix of nursing staff
that worked in a chosen hospital, ]et alone value the advanced specialist RNs who were
employed by the hospital.
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Carla also revealed how private health care services impacted on the nature of her
work. She viewed this as a competing force because midwives as specialists had little
influence over the nature of their work because of the small number of privately insured
midwifery patients that Jived in the outer Perth regions where she worked. The hospital
had a bed allocation or20 private midwifery beds and a complement of midwifery staff
to meet that demand. However, there was often an imbalance when midwives working
in the facility wished to utilise their dedicated midwifery skills. This was the nonn
when the majority ofhospital beds was more often than not, occupied by non-maternity
patients. As Carla saw it, this scenario occurred often because there were very few
privately insured pregnant women residing within the hospital's region, thereby creating
an under utilisation of the allocated 20 midwifery beds:
fl gets me a bit cross beca11se we don't always have materuily patie11/s 011

our ward. We've got 20 beds, two birth suites, and some times the need for
private materuity in the X region, isn't very high. The 11eedfor private
insurance type patients, I think X hospital has the lowest 1Jumber of in
private health illsura11ce in WA. And WA has the lowest number ofprivate
health participants in the whole of Australia. I guess you could say it has
the lowest catchment. Sometimes we might have only five patieu/s 011 the
award 0111 of 20, andforir will be medical-surgical patiellts. And so the
midwives have to work looking after those patiellls [Carla I].

Brenda's experiences of external competing forces were external to the hospital
setting. She felt the tensions between health care professionals like herself and
politicians at the state and national parliamentary levels. Brenda believed that it was
necessary to determine the terms ofreferenee from which all health professionals could
pursue treatment modalities that were acceptable to parents of children with ADHD, to
all health professionals, and to the community at large. Fundamentally, the competing
forces between health care professionals and politicians were divided between a
phannaeeuticaUy or sociologically based treatment modality for children who had a

65

learning dis~biHty. Brenda believed that if a medical model of disease failed to
acknowledge the social issues relevant to the management of children, the variations in
behaviour found with an individual with ADHD could have massive ramifications on
the health status oft he individual. Furthcnnore, the labelling of such conditions could
lead to an inappropriate diagnosis that foiled to acknowledge an "intentional inhibition
dysregulation" (Brenda) in preference to labelling a child with a set of symptoms that
could be grouped as indicators of ADHD:
I know that Senator Chris [pseudonym], when he was the .'11i11ister for
education said to me that this is Ille single biggest public health issue facing
Australia today. It will be for the next 30 years. A11d the problem is they
[members ofthe steering committee} actually have 110 policies. And what I
find fascinating is, a11d I'm aclllally nmning a petition through the
co,1stit11tionnl committee ofthe West Australia11 government, they were gobsmacked to find ollt that back iii 1995, the Com111011wealth Disabilities
Services, this is their calendar from the Commomvealth, this September, it
was considered a disability in 1995! [Brendal].

Once again, the competing forces were apparent because nurses like Brenda felt
that she had little input or influence over an area of health care, in this case, mental
health services, that was of increasing concern to society. As an advancing specialist in
the field, Brenda was disturbed not only by the increasing incidence of mental illness in
society, but also by the increasing incidence of youth suicide that could be linked to
children suffering with ADHD, therefore, her interest in researching the topic. At the
same time, she was aware of the heightened interest and growth of public expenditure in
complementary health therapies for individuals with a learning disability. This may
explain the move by parents with children with ADHD to seek an alternative model of
health care. All in all, Brenda questioned the adequacy of a health service that was
unable to satisfy the current demand for mental health care in general. However, even
though Brenda expressed her opinions at the parliamentary level, to have influence, she
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needed the support from all nurses to support her on the issue. She felt that this was not
forthcoming.
Diedre also was fraught with external issues of control over patient care that was
deemed competing in nature.,

ror example, her practice included the taking of pap

smears from women who requested women's health services in preference to the general
medical practitioner. She was limited in her practice and found this a source of
frustration because of the perceived "ownership" of medical skills by the physician that
were universally (medicare) funded. "We are forbidden to have provider numbers for ,
our pap smears to go to the laboratories, because again, it's being blocked by a very

"

strong force, and again for fear that we might talce away the patients" [Deidre I].

Not withstanding such an injustice, Diedre explained how her taking of pap
smears had to be checked and ratified by external forces that generated competition for
services rendered to women in the community:
They involve people like me [commtmity 1111rses} who live ill n;ral areas,
and I mean, also perliars those who are i11 the metro area. Anyhow, it just
gives the patient a choice [when a woman co11su/ts a nurse or a doctor 011
women's health issues}. Getting back to the pap smears, we ore now
allowed to apply for our credelllials in taking ofpop smears, providing we
have the training a11d expertise. A11d providing that the laboratory that our
pap smears go to, does quality co11/ro/ 011 us, and we get the res11lts back to
make s11re that we have endo-cervicol cells 011 our pap smears. Thal S what
it all boils dow11 to really [Diedre JJ.

The nature of these competing forc,es also undennined I:£elen'.s practice as a
rural/remote area special:st RN. Her nurse managers and subsequently, the members of
her commu~ity expected her to provide a service that emulated a voluntary component
of care. Helen had to compete for a fee for patient service given that there was a town
doctor who visited from another town to her town for appointments and used her office
as a consulting room, one day each w'eek. Helen was annoyed and felt it an intrusion of
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her privacy, not only as the sole full time health professional of the town, but also as a
community member. However, she agreed to routinely relinquish her office space that
was also a room in her home that she and her husband shared. Her office combined as a
clinic room for a negotiated fee when the doctor visited each week on a Wednesday.
This practise however, was unfair because the visiting doctor was able to claim a
medicarc rebate for services rendered while Helen was denied a rebate even though she
provided similar treatment to the community members in the doctor's absence.
This system ofmedicare rebate for service by differing levels of health care

practitioner placed Helen in a vulnerable situation over which she had little or no
control. Any community member who received treatment by her was not required to
pay the medicare schedule fee or any fee at all if she as the remote area nurse rendered
the treatment. It was on a voluntary basis that the tuwn folk were forthcoming »1ith a
fee for her service.
I think that they're (the commzmity) very aware because they just don't give
me any money, or they give me very limited .•• like I syringed a g11yS ears the
other day. Like /se hadn't bee11for yoi1 know JOO years, a11d he was a
farmer and was just at full harvestillg, /se had to get it do11e. And it took me
ages because although he put some oil i11to his ears to soften the wax, it 011/y
softened the first couple of millimeters, so it was still quite hard. So it took
me a good hour a11d I think he could have walked out with Ms shirt quite
drenched because he also had a bit ofa neck injury from the day before. So
he could11't bend his neck very well, but they were willing to give me like
$50! You know like another lady came in, and I am lucky if/ get $5from
her and I would really expect more from her [Helen 2].

Another external competing force included the diversity of postgraduate courses
available to nurses though the tertiary education system. The range and types of courses
seemed competitive to the RNs because they needed to spend much time and energy in
selecting a course that was best suited to their area of specialisation, For example,
'/

Linda was surprised by the reaction by her colleagues in the ICU. They were not
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astounded that she was completing a master degree, but astoundedlhat she was
completing it in nursing. On the other hand, it was equally astounding to Linda to learn
that her ICU colleagues were undertaking graduate studies in disciplines other than in
nursing:

o

The 111ajority ofpeople have their mirsi1:g degree a11d I think it's about 50%
have got ii':eir certificate or graduate diploma ... ! think there's about four or
five of11s that are doing masters but I am the 011/y one that's doing it ill
n11rsing. Everyone else is doi11g ii i11 health mmw.gement a11d ltealtft
science ... [Linda 2),
Linda reconciled however, that the nursing profession not only had to compete with
other traditionally feminine occupations such as teaching and social work, but with
other wide ranging career choices that were open to university entrants. These included
for example, policing, commerce, mass communications and the Defence Force
Academy, to name a few.
Karen also raised the issue about postgraduate programs specific to the ICU nurse.
F'rom her long experience in the field, she was doubtful of the rigour of some
postgraduate specialist qualifications that indicated a nurse was able to practice as a
specialist in the ICU. In her opinion, some could not function as a specialist even
though they had a specialist qualification. This was a competing force because a nurse
that was employed as a clinically advanced ICU nurse based on a qualification that was
supposedly endorsed and recognised by the profession, was thought to be a competent
advanced specialist in the ICU:
But we've got people who have said 'oh yeah I've got a postgrad dip i11
ICU'. But whe11 you ask tltem to do something or take tlte mast basic
patient and they can't cope with it but they do have that q11alificalio11 [Karen
2].

This problem was compounded because current nursing staff in the ICU where Karen
worked did not have a postgraduate clinical qualification in critical care nursing. Both
issue5i7merged as competing forces and resulted in jealousies amongst the sta!T:
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Oh otl,cr people who arc jealous ofthem, the staff who t/011 11 have [pas/grad
q11a/ificatio11] .. .! mea11 they may have bee11 /11 clinical positions/or years

b11t tl1ey haven't do11e lhe academic training and they can't see the overall
picl11re. I mea11 they can't see the be11efits cfit at all, which is a bit sad
[Karen 2}.
Internal Competing Forces
Internal competing forces emerged because of nurse management decisions or
patient care decisions that the RNs experienced in the workplace while delivering care.
These forces were internal in nature because they were daily decisions made by
managers and clinicians in the workplace. The RNs had regular experience and insight
into these forces. For example, Linda revealed that ICU nurses were requested by
management to undertake higher duties in the ICU if they had a postgraduate degree
relevant to ICU nursing, She believed that some nurses refused to undertake advanced
studies in critical care just to avoid having to undertake higher duties. In.other words,
to guarantee that they were not required to undertake higher duties by nursing
management, Linda perceived that some nurses made a conscious decision not to do
further studies as an advanced specialist in critical care nursing.
Linda felt that a reason why some nurses, unlike her, might have steered away
from ever contemplating advanced studies in their field of work was because of unfair
management decisions that the advanced specialist should undertake higher duties. To
her, it was a reasonable expectation that a nurse should engage in additional
professional qualities such as departmental leadership or participation in hospital
teaching seminars onces/he had gained a higher qualification, However, the additional
responsibilities added lo the pressures to what was already perceived as a heavy clinical
workload:
And you get this in any job, you k11ow some people do more educatio11al,
more higher duties than others, Like I think i11 the-medical realm ifyou
don't publish a paper every so often or whatever, then you loose your
position [Linda 2].

70

Equally disconcerting to all RNs in this study was the comp~ting force between
nurse managers and nurse clinicians in general.
,, The RNs perceived that management
was unsympathetic to the ongoing work of the advancing specialists and the resultant
resignation of nurses in general from their jobs. For example, Carla vacillated between
the positive and negative impact that management decisions had on the nursing staff of
the day. She was bewildered by her management's changes of direction such as staffing
mix. The ramifications created nurse redundancies, two of which were Carla's senior
colleagues. However, in the end, Carla reconciled that the nursing management's
decision to restructure was beneficial. Her coUeagues benefited from the competing
force. "We had an issue where basically they were told that the campus needs come
first, the ward needs come second and individual needs come last" [Carla 2].

In another example, it was annoying when the RN worked closely with another

health worker such as the doctor, but was required to compete with team members to
adhere to an adopted standard of care. Judith experienced competing forces in the
perioperativc setting. She was responsible for the perioperative management of surgical
patients in a major regional hospital in W.A. and was appalled at a particular surgeon's
demands to pur.sue elective surgical procedures without waiting for a routine patient
safety check, Judith felt that she needed to confront the surgeon's raised verbal
demands. He failed to acknowledge her concerns for an adequate patient safety check,
,,

documentation and operating room processing that was in accordance with established
hospital protocol. In her position, Judith managed visiting surgeons from Perth who
came monthly to provide specialist services for the town's community such as
gynaecological and plastic surgery. There was one general :nedical practitioner who
was the sole surgeon, but it was one or two of the visiting 5Urgeons who displayed
communica!i.ve requests that were unreasonable and therefore a competing force:

\~\
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/just /oh/ them lo leave my office. I mean, it's uot (IS ifyou have to gel into
a sc;reumi11g match with them, that's ,wt the poiut I believe that ifyou nre
going to become the mlvocate to your palicnl, you ncctl to cover all your

bases ... So if that surgeon comes scream fog 011110 you, you can go, 'hang
011 a mi1111te, your next patient is here. I will just sort 0111 this issue for you
a11d the palie11t will follow 011 '[Judith 1).

Examples of other internal forces experienced by the RNs included time
management and their motivation to undertake ANS and education. These forces, for

example, emerged while Fiona worked as an ED :-rnrse in a large regional hospital. She
was studying as an external student. Her time management skills tmd motivation to
keep focus on her studies and work impacted on her ability to function

a:_;

nn advancing

specialist. This pressure was a competing force tbat readily impacted on ht:r motivation
and therefore ability to pursue advanced practice:
ft 's dreadful! ...I.find the biggesl problems wilh exterual study no maffer al

what level, is time ma11ageme11/ and molivalio11. It's 1•ery dij]icrt/1. I mean I
have a lot ofother issues that go on with my life. I workfidl lime. We hm•e
'1 farming property and I have two children who are J l a11d 13 c11rre11t(v
1
[Fiona I}.

From a fomilypcr~pective, Fiona's home situation worsened some six months
later during the time of her secnnd interview. She was dealing with her father's death,

as well as !he building of a new family home. She spoke of these personal inl<:!nlOl
competing forces that affected her progress even though she was mindful of her ability
to prioritise:
Not [coping with non-work related issues] velJ' well. You ha\lc to allow in
the last cm1ple ofmo11ths /'1•e fwd some extremely tlif]ic11/t personal issues to
deal with. /'\le had the prolonged illness and death ofmy Falher and other
extenral issues to deal with, also b11ildi11g a house. You know priorities as I
chink I me11tio11ed in !he pas/ are differeut when you are studying e.rtenwlly.
1 made a decisio11 ve1y early ou ill the semester that J would shifl 1/ie focus
off what I was doing 1111/il I had got time to do ii [Fiona 2}.

,_:
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· Other participants experienced competing forces, which also related to close
family members. Helen was serving as the one and only nurse in the rural area. Her
family did not fully understand and appreciate the additional management role she
undertook as a rural/remote area nurse. During the first interview, Helen revealed that

her management ro!c was far greater than her actual clinbal nm sing role. Not
withstanding this, even more insidious internal competitive matters were evident when
she first began as a remote area nurse:
71,e way I did things and how I felt things should be do11e. And there was
great opposition. Terrible things happened the first three mouths. Very,
very, terrible things happened. But it wasj11st the settling period: 17,e
Bea11smill [pseudonym} com1m111ity wos11't velJ' supportive either. Ami even
with my family fwmily e11011gh. My Father and my husband were very
u11s11pportfre aud the two main people i11111y life, well they felt that I didn't
do 011ylhi11g t1// day because they saw ii as, I did11 1t see many clie11/s, am/
therefore I didn't do much. And they co11kln't understand what I did [Helen
J].

The competing forces were most felt because her home interfaced as her office, and
consulting room. Her clients often called for her services out ofnonnal day hours and
felt that her hu~band lacked any understanding about this!
I have had a few calls and I had o,ie guy who 1w1~pa/liative. I was seei11g
him quite regularly for ouly a few days. You know much to my husband's
ab:!Mute disgust. He ca11'11111dersta11d how anyoue cau ring me up in the
middle of/he night for m1 ear ache, bw how cm! I explain it? It's like that
all the time. All the drunks eve11 annoyed him but how can yo11 e.rplain that
yo11 lu>:ve ii all ofthe time when you are worki11g ill a br1sy emerge11cy
department [Helen l}.

Competing forces about other family matters from JO of the participants were also
evident. For example, while Karen was advancing as a specialist in critical care; very
little had changcrl now that she was undertaking her master studies:
Thal was really diffic11lt actrmlly. Wlie11 I fir.st started back sllu~\ling 1 wo11lcl
say to the kids and Doug (lmsbaml, pse11do11y111) that there is something tlwr
I wanted to do for me. Aud I realised that the kids are get1i11g older mu/
doing their ow11 tlii11g and therefore there would be times that they would

'.\
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have to help. Of course it never lwppem· (wry chuckle). So it was very

hard, trying to work, t1yi11g to stzuly, trying to manage a family. Ami Ihey
still expect yo11 to be the same as we were before. Especially with my elder
son who was also strulying here at the time mu! Ms altitude was, Jiau think
your sllldies are more i111porla11t tha11 mine because you're doing lhe higher
q11alificatio11. ' Which was11'1 the case at all [Karen /}.

In summary, the competing forces that the specialist nurse faced were both

externally and internally situated. These forces caused them duress, impacting on their
advancement. The internal forces included other health care professionals such as the
nurse manager and doctor. The external forces comprised official governmental
systems such as medicare and industrial organisations, and the plethora of postgraduate
programs. These were perceived as the larger part of the bureaucracy in which the
specialist worked. A competing force may have impeded a RN's degree of success but
was interpreted in this study as collective forces that arose from the everyday situations

n

in which the advancing specialists found themselves. These forces were socially
embedded and describe the textural object that is interpreted as ANS and education.
Idealism: ANS and Ed11catio11 as the /deaf

All but one of the participants had an ideal view of what shaped ANS and
education. To them, it would be an ideal to the profession and society if all nurses
pursued continuing or postgraduate education in advanced practice. All nurses who
currently gained a university education as a RN were ideally able to care for patients
with health problems surrounding chronic illnesses. Furthermore, it was possible that
all nurses had the opportunity to advance and research issues that impacted on the
community. As a consultant, Brenda for example, was passionate about her area of
specialisation and shared an ideal view about nurse education:
... / would say lo 1111rses that want lo get ahead, 1ha11flis (ADHD a11d memal
health) will he the public heaftfl iss11e for /he 11ex/ 30 years. And if a11ybody
WatJ/s to get up the ladder, this is a11 area that I would co11cc11/ra/e 011.
Because anybody whose going to have a,1 impact 011 chronic life-style
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problems and a,1 impact 011 the tlrai11ing of the public health care system,

if

yo11 have a11 a11swer to ii, then you are going lo be in demm1d [Brenda 1).

Similarly, Diedre viewed that the profcssionalisalion of nursing through education
would see nurses taking graduate and specialist education of their own volition:
... the biggest cha11ge that we cau see and that one oflhegood things about

having nurses with degrees [is that] they start out with ed11ca/io11 as very
much part and parcel of their profession. And they co111i11ue through
hopeji1lly looking at education as essential. And that cor1/d be wrillen into
JDFs and it will be in thefulllre, you know the academic q11alificatio11, so
that's a good thing about them starling 0111 their projess/011 ... {Diedre 2].

Karen's ideal in tenns of specialist nurse education was that nurses in general
were more aware of issues and therefore, aware of change in their practices because of
nursing research outcomes. Nurses were happier lo decide on issues that rC{[uircd
change in practice. Ideally, all staff in the ICU for example, was willing to change from
being unhappy about the shift work, to being happy about working 12-hour shifts rather
than the usual rotational eight-hour shifts. Nurses who changed practice that was
founded on research and based on results conducted in their hospital and clinical setting
were happier to make changes. From her perspective "we (ICU nurses) generally are
v.ery very unhappy, [but] I think that by doing things like research into 12-hour shifts
and various things we can hope to improve that" [Karen I].
Megan shared an ideal that nurses like her could be competitive when negotiating
a salary that reflected their level of skill. She understood that this was not always
achievable but nevertheless, an ideal she practised because it was in the best interests of
the professional nurse, particularly in her specialism ofpcrioperativc nursing:

I think to gel well remunerated you have to go separately becm1se there's 110
orga11isalio11, lo get well rem,mera/ecl yo11 ca11'1 have it across the board.
Because some placesj11sl say fi11a11cially that they ca,11101 afford to pay
nurses al a reasonable base level. Ideally we should be ill enterprise
bargaining across tl1e board and eve1ybody in line with the options of going
above Iha/ for private negotiations. It's like praclice 1111rses, they 1Jcgotiate
their ow11 empfoyme11/ package with their doc/or am/ I rhink some work
places actually. Jns/ead ofjust saying "oh it's 1101 the award, you cm1't do
ii." That's archaic, I think if you want to keep that 1111rse for whate1•er
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reason because they're very good at such and such, or you know, whatever
the reason, you should be able lo 1wgolinle am/ .my "this is what we will

offer you as a c01ifide111ial h11rgai11i11g loo/" [Megan 2}.

Fantasising

Most participants fantasised about what ANS and education could be. Under the
rubric of idealism, four code words including 'fantasising', 'being credible', 'Jiving with

hypocrisy' and living with 'paradoxes as they arise' emerged as issues that the advancing
specialists dealt with. These issues added to the textural understanding and meaning of
ANS and education. Fantasising about what ANS should be, or what a nurse did in
order,1.,J practice at an advanced level, was a thought process that went beyond the ideal.

Examples included having a private practice, mentoring others, reversing the stigma
attached to nursing as a lowly profession, doing a Ph.D, keeping a clinical focus as a
specialist, having a clinical role model, having staff who embraced change as a positive
value, or patients being grateful for the most basic of offerings that a nurse provided:
!fl do my teaching with /mmrm touch next year, there's 1101 a big market in
that as yet i11 Australia. But there is a market for me to travel and leach al
a11other place. Not possibly all the lime but jii'e times a year, do \\'eekends
or somelhi11g like that. So I see myselfas beiug a lmma11 touch i11s1111clor
a11d n11mi11g workshop groups and things over here around lwuling touch
a11d comple111e11tary therapies. I would like a pril'ate pracrice. l wo11ld like
to have us all go more to a healrh-orie111ated area than rise sickness model.
I really would. God I would. Energy w,irk I think is great for healtli
professionals [Gail 2}.
I love teac/1i11g... ro share my knowledge with people and teach them. Ami
1wtjust teach them because 'oh God il's my job!' It's basically for th,em to
be able to walk away and say that I did learn somethiug. I remember
reading one of my assig11me11ts. I read somewhere where it says, as a
preceptor or as a teacher, it is the most ho11011rable thing to be asked to
actually teach someone in the 1111rsi11g p1"0fessio11. And whate\ler v011 teach
them, they've actually take11 a part ofy011 with them alll"ays {J11diili I}.

Credibility as a Specialist
Being credible as a specialist was a quality that the RNs adhered to as a RN. For
exrunp,e, seven RNs believed it was important that any clinical research should be done

by clinicians such as the advanced specialists, and not by the Level Js and 4s (Karen)
who were usually placed in senior management positions of a hospital. Similarly, if an
advancing specialist in the ICU took the position of a Clinical Nurse Specialist
(equivalent to a Level 3 RN) then they must maintain a clinical focus and be a mentor
for the staff. Furthermore, they must provide bedside care rather than undertake
management issues that removed them from the bedside (Linda). Linda was adamant
that a nurse employed as a CNS should be primarily available to staff for his/her clinical
advancement in the department and not working elsewhere to attend meetings or doing
other more administrative and managerial duties:

A11d what I wa111 to do is study i11 the clinical arena. A11d although I think
there are a lot of very good level 3s 011t there, I don't think they're very
good 011 the cli11ir;al front. And they nel'er seem to be in clinical ...... Tiley
are always, well which is not necessarily their fault, but /heir title is Clinical
Nurse Specialist and so ifyou ask them a question, they should al least be
able to tell you where to gel the answer. Ami I found that they are not able
to do that [Linda 1).

Maintaining their credibility as an advancing specialist was also assured by being
professionally responsible, that is, by undertaking further education thal would advance
them in their area of spccialisatioo. This was the case for all participants in this study.
Furthermore, having a foundational degree as well as a higher qualification that was
reflective of a specially, and that the qualification was rigourously assessed (Judith) was
considered best. Similarly, Megan discussed credibility in tem1s ofvoluntaty
continuing education for all nurses. In her mind, a nurse was not credible if his/her
knowledge was not updated:

l thi11k ii [contimti11g ed11catio11} should be linked to registration bccar1se a
lot of mirses will not undertake it, because they don't have lo. And they just
want to go to work, earn their money and come home, But you ca1111ot be up
to date ifyou 're 1wt 11p to date. 1 mean you '\le got basic m1rsing skills b11t
the way of dmg:r, techniques and things cha11ge over the time, you really
should be up to date ...... the difficulty is aclrially classifying it. Whether you
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arc actually reading a few journal articles like ifyo11 act11ally read your
ANJ when J'011 gel it 011cc a 1110111/i or whether a lot ofpeople jw,·t put it i11
the pile am/ that's about ii! Ami you wonder how many people actually read
it! It's s11bsta111iatio11 of I/wt. You ca11 have a ro11versatio11 am! pick 11p bits
of i11formatio11from a colleag11e h11/ one, is it correct? And two, did you
hear them correctly? Ami like in a lot of/he America11 magazi11cs they do
hai'C CE poi11ts liukecl to registratioJJ ofpractice and you haw! a
q11estio1moire that youfill 0111 and se11d off Just the act of these simple
q11estio1woires, they tuke five 111i1111tes, b111 the fact that you fun•e read it,
doue the questionnaire aud sem it off, yo11 get two phases ofyour learning
to go into your brain wul ii might actually stay there [Megan 2}.
Living with Hypocrisy and Being an Advancing Sr,ccialist
Hypocrisy in the work place was an emotive issue thflt impacted on the credibility
of the advancing specialist and the profession. All of the participants prided themselves
ofbcing non-hypocritical and not wanting to work who they believed were deceptive
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about nursing practice. All wanted to maintain an ethical code of practice and that any
management decisions that affected all nurses should be just. For example, 11 RNs
were critical ofan organisation or a hospital, while one KN was also critical of him for
having adopted management practices in the past that he felt was hypocritica1. For
example, Andrew was critical of how insensitive and therefore, deceptive he was toward
his clinical counterparts who were over-strcti:hcd, particulariy when as a nurse manager,
he reflected on how he made decisions about the staffing mix and their working hours:

A11d I was caught up ill ,/ue process and on rejlec1io11, probahly 1101 \'Cl)'
happy abotll lhe way I dealt with things ...... Well, !Joined a c/11/; ofbean
cowui11g I guess, mu/ 1111111her cr1111c/1i11g, and I probably took it 011 with a bit
offervour and divorced myselffrom the cli11ical arena. So therefore,
professionally, I probably did a bit of a ,lisservice lo nursing. I know ir was
somelhi;,g that I stii/ belie\led i11, but perhaps I went i1110 a few things thm
were hear/leas [Andrew/}.

Furthennorc, the RNs in this study felt that their judgement lo lake mt a particular
specially or course was right for the profession and right for them. If for any reason that
the organisation in which they worked did not agree with their decision, then it was the
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hypocrisy of the responsible person or the organisation that was problematic, not them.

For example, Diedre was scathing of her departmental senior manager's miscalculation
about her advanced continuing education course in mental health in which she elected to
enrol. It was deceiving that her line manager viewed mental health care was outside the
realm of nursing and therefore out of the realm of her practice as a community nurse.
Her manager questioned the need for her to undertake advanced studies in mental
health. As a result, Diedre was offered no support by her manager such as partial
funding to undertake the course or time off from work to attend a two-day teaching
session:

Yes I did {e11rolj. But they [Manager, Regional Health Autliority} were11 '/
sure that this course I was s/11dying had 11111ch to tlo with my job (chuckles).
A11d that S 1101 fi11111y. 'What's it got to do with nursing !hey said? So I
persevered anyhow. I knew ii had a lot to do with 111trsi11g {Diedre I).

In another example, Judith was aghast at the hypocrisy of some nurse colleagues
who claimed lo be professional perioperative nurses but failed lo follow the standards of
practice in the operating theatres:
..• there's also things like they [periopcrati1•e 1111rsesj don't even follow their
own policy really, like counts. "You don't !tm•e to cou11t 1!tat because it's 1101
a big e11011gh i11cisio11. You don't need to coum t!tat, you only 11eed to counr
this, you only 11ee,I to co11111 that. " I hm•e a problem with co11111s. If
somelhing goes missing, !tow are yot1 goi11g to j11s1if.v it? "Oh you 011/y nee,/
to count 5 arteries, you do11't 11eed to co11111 the other 15. " But too bad if
you need 8 or JO arteries lo come out {Judith 2).

Living with Paradoxes as they Arise
Paradoxes arose when the RNs experienced inconsistencies in nurse practice or a
conflict of interest while advancing. The many variations in nurses' attitudes that
generated conflict impacted on how nurses, including the advanced specialist, should
act or what nurses should value. This was particularly relevant in the hospital settings
and felt to be too fluid to be easily reconciled, Nevertheless, some RNs described some
of the inconsislencies they faced by revealing how nurses working in the clinical areas
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otlen rcmaim:d sceptical of any management decisions that had a direct impact on their
clinical practice. These decisions included the employment of a crcdcntiallcd nurse
compared to a non-crcdcntiallcd nurse, the need to be multiskillcd as an advancing
specialist, the discrepancy in pay compared to other professionals, and the
implementation of a nursing research study that investigated current nursing practice:
So many people were against it. We have taken 011 60% oflhe staffwlw can
do J2~hour shifts and the re111ai11der could co111i1111e wilh their or her options.
But we've gone from having not bei11g able lo get a11y staff to work in ICU to
now we ha\'e a waiting list of over a year ...... That is definitely a draw card

... ... there would be a lot of 1·ery• Vel)' ang,y people if it's 1101 brought in.
Because they love them because you see the people that are against them,
the short shift people say that they are too I ired, they haw11 11 really got the
time. They're too tired to he workillg 12 hour shifts. flow could they delfrer
safe aud good qualifJ' patient care? But the I 2 hour shift people say, but we
are less tired, working a late/early you !mow, I'm 1101 so exhausted. You
/mow we gel all these days off. We come to work, we are e11th11siastic you
know we are bright and we had a good rest and all the things that were
idelllified, all /he issues like late before days off. early after days off, three
or four consecutive 11ights, latelear(1• shift. Tliey've all go11e wit/J I 2-hour
shifts! The people that work these shifts all these thiugs that they hm·e
hated have disappeared 1raw. So it's really iuteresti11g {Karen 2].

Each RN was overwhelmingly supportive of multi-skilling in their practice. All
believed that the skills they continually gained as a nurse and as an advancing specialist
placed them in a better position to advance in a specialisation:
I have a backgrormd in child health a11d tlefi11itely i11 the commzmity, a11d
worked in family pla1miug as a family 1111rse pructitiouer, I guess I lw1·e to
say that I prefer women's heallli. And prohab~1· why I call myselfa nurse
specialisl in wo111e11 's health as well, hecause I can combine child heaill:,
women's general health, health pro11101io11, as well as sexual and fami(l'
health {Diedre/}.

However, some perceived thal the movement from general to specialist nursing
would actually narrow their skills. In the oncology setting, Eric lived with the paradox
associated with being mtlltiskilled. Expanding his knowledge and skills in oncology
nursing, men's health, as well as nurse management and research left him in a quandary
as to how he was placed with his clinical colleagues on the ward:
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... But again I think that the best core worker i11 tliat area [011cology] is the
nurse. And J do hefiei,e that we 11eed nmlliskilled mirsr>s in this area. And I
feel that my worst pai"I ofmy skills, is /feel I'm too 11111/liskilled and at tlw
some time, ii ca,1 come over as tho11gh he doc:m': know what heS talking
about because he's;,, too 111a11y ::reas. And in a way I zmderstaml this ... /
just think I feel it's something I'm interested in, and that's the opport1111ilies
that I had. It was mere of a cli11ica/ 1111rse co11s11ltalll role, you know, there
was some cou11sclli11g, there was some supporting, there was some patie111
care. There was some clinical leaching. So this whole mixed bag ofstriff.
A11d that's what I really like lo do ...... ! do believe that we need 11111/tiskille,I
mirses in this area, {lwwever} ... !feel that is ""'.worst par/ ofmy skills, is I
feel I'm too 11111/tiskilled.. .{Eric 1).

Meanwhile, other RNs said that it was more employable being multi-skilled and
that having experienced greater diversity anci flexibility enhanced their confidence to
pursue their goals. From Judith's perspective, perioperative nursing as a specialty
included an extension rather than a narrowing of knowledge and skills. "It's a
marvelous profession for diversity, I mean what other job can you get the diversity that
you can in nursing" [Karen I]. In addition they felt that they were more versatile and
therefore more desirable if they sought employment as a specialist, especially in the
rural areas. Even so, Gail felt doubtful in an earlier stage of her career about being a
multiskillcd specialist because the paradox remained:
It used to worry me back i11 the okl days, the fact that I wasn 'r c11caps11lated
i11 somet/iing. It did use to wor,:;1 me. 1 thought I was too diffi1se and
whatever, but 1101 any more. No, I'm really happy with that. That's
probably something that's come 011! with all the ed11calio11 that I hm•e 1/011e.
That is I will pick what I wa11tfro111 each one 0111/ if I can't he put illlo a box,
I can't be p11t illfo a box [Gail 1}.

In another example of living with a paradox as it arises, Fiona identified the
remuneration for nurses and the inequity between nurses' pay scales compared to other
trades people or when nurses gained a promotion. The paradox was that while she was
advancing as a master prepared critical care nurse working in the ED in regional W.A.,
the possibility of a promotion or remuneration to reflect her advanced practice would
not be achieved:

i',\
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... we have got an anomaly i11 that if someone goes to a level 3 position, they
tend to rake 011 a manageme11t role or c/i11ica/ manager and they actually

lose money because they go back to day lime hours. Ami they could be
gelling paid less tha,1 what you know ...... It doesn't seem to be going
anywhere. They have tried. The health departmellf is very resistant lo pay
or// any more money because we do form such a large part of the wage you
know the health budget. They ha\le addressed ii in terms ofoffering salary
packaging across the board 11011' that gives you some ji11ancial gain to those
that need it, bur it still ,loes11 1/ address the base-line issue that an e/cctricia11
will get paid $30 mi hour and a Registered Nurse will get paid $19. That to
me is inequitable. And itS difficult to justify maintaining skill le1,eJs a11d
commilli11g yourself to lots ofextra work [Fio11a 2}.

In summary having an ideal view enabled the RNs to illustrate any further
phenomena surrounding ANS and education. Some were passionate about their area of
specialisation, so much so, that they felt that their education and practice would be of
benefit lo the profession, the patient, and to themselves. As a result, they fantasised
about the nature of ANS that in tum allowed them to visualise what they believed they
would be doing in the near future as an advanced specialist. For them, this included the
key issue surrounding ANS and education, however, it entailed that they must maintain
credibility as a specialist and professional nurse. In so doing, their shared fantasies
revealed the hypocrisy and many paradoxes between the ideal and the reality that they
encountered.
Links to ANS and Ed11calio11

The links that made it possible for the RNs to move toward advanced practice
related to best practice initiatives, how each was able to implement health preventive
measures, and the requirement for research to be undertaken relevant to their specialism.
I
(i'1

Furthennore, the manner in which tl1e RNs established their long-term goals was a
significant link that enabled them lo move toward ANS and education. Having set
personal goals was relevant to their chosen career pathway.

82

Best Practice 11s a Link to ANS and Education
Best practice in this study was described by the participants as those "delivering
better care because you arc questioning what you arc doing and why you are doing it"
(Andrew). The fostering of best practice initiatives included the motivation that a nurse
exhibited to achieve higher standards of care, such as nurse crcdentialling, the
undertaking of research that reflected the need for change to nursing interventions, the
wide experience a nurse lrnd as a community nurse, and when the advancing specialist
questioned their's and other's practices. Megan, for example, believed the
implementation of voluntary credentialling could be an effective method for the

advancing specialist to validate their skills, and at the same time enable him or her to
question their own and other's practices:
... they [nurses} practice and some people I think are q11cstio11ablc in their
practice. But other people pick up the pieces or the slack and they've 11ever
committed a bad practice t/sat they are questioned. But they too are not
mai11tai11i1,g good practice. And I think credentia/ling will be a 1"0!1111tmy
thing. So it won't pick up lhese people anyway because they won't
vol1111tarily ask to be credentia/led. But I think ft will go ahea,l anJ I think it
wj/[ be a tool to say ''look, I am credentialled, this is how good I am." It will
be some evidence to show you /sow good yo11 arc, when on paper ... people
look identical, but 011e's credc11tialled and one's uot. You can ac/11ally say
/his is why I am so good [Megan 2].

Health Prevention as a Link to ANS and Education
Issues raised in relation to health prevention and health promotion emerged from
six RNs whose specialty focused on community nursing. I acknowledge that the
participants in this study represented at least 12 different specialty areas of nurse
practice, nevertheless it was coincidental that the remaining non-community advancing
specialists in this study did not allude to health preventive practices. At least four RNs
(Brenda, Diedre, Gail and Helen) highlighted the importance of health promotion as part
of their every day practice:
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J thi11k where I come from with my 11ursi11g is a wel/11css aspect and II health
pro1110/io11 aspect. Ami that's 011e oftlli11gs that Ricky Bay had i11 their ml
was tlutl it was geared IOWOrtl promOlillg am/ supporting indepe11de11ce am/
/1,e co11cept ofwell1wss as opposed to a ,lisease base. That's where I see
co111plc111e11/ary therapies as making a big tli/fere11ce [Gail Jj.

I do feel sometimes that there's more ma11ageme11t in this job than there is
11ursi11g. Bill what is com1m111ily 11ursi11g? I've spent a good part oftoday
stressi11g out over a word processor project, a stress article to put in the
Mi1111i11p Matlers [pscuc/011y111} because I feel stress is a very big issue i11 our
co111mu11ity. A11d because I have got some really good information but its
not displayed very well. I'm spendi!Jg a lot oftime ac/11ally doir.g il 11p
really neatly a11d makillg it look good a11d I am pla1111i11g to put ill oue every
week [Hele11 2).

Nursing Research as a Link to ANS and Education
ANS and education was unequivocally linked to the undertaking of nursing
research and incorporated into nursing practice. As one RN indicated, "the research you
conduct will in the long-term help nurses and help the patients in these areas. So that is
really moving on into the future" [Karr,n I]. All but two RNs found that the use of
nursing research enabled them to synthesize their current nursing practice, specialist and
research aspirations. For example, Olive indicated that there was a need for further
exploration of issues relating to young girls in particular, who became anorexic, while
Brenda felt that she needed to collaboratively research the learning difficulties ofa
population that suffered from a drug dependency. Andrew and Eric pursued research
into men's health in the ED and oncology respectively.
Well 011/y the curre11t research that I've got at Swells [pseudonym}, which is
looking at aggression. The two areas are qua/i/atfre am/ q11a11titafil•e. So
/ooki11g at the quallfily of aggressio11 coming lhro11gh the t!eparlment and
reaso11s why it might be developillg. Ami the effect it will be havi11g m, the
staff out there [Andrew 1).

Furthermore, because Eric and Olive felt passionate about research specific to
their areas of specialty, they thought it was necessary to make changes to their practice:
I like change, as long as the change is for the belier, but/ think a/so with
evide11ce based practice all of those sorts ofthings, you need lo lest tlieo1J'
in practice and yo11 need to look al the best results and the best evide11ce for
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your practice. And if you do11't look at trialling and hypothesisillg I don't
tliinkyou know you are going to find what's most appropriate as a,1
i11terve111ion in different areas. I think yo11 have got to 11y tlS /011g as it is 11ot
harmful to patients i11 the process ... ! think lhat nurses have a big place in

research. I rhink that the liaison berwecn academics, clinicians and
administrators is important [Olive 2].

In another example, even though Fiona was not quite ready to tackle a research
-~roposal at this stage of her master by coursework studies, she nevertheless identified a
project that she had iu mind. This was linked to critical care nursing in the ED:
Oh I've got one in mind. I'm goi11g to do something with the lelephone
advice down here, telephone trials, and I wa11t to do a11 evaluation or
sometlii11g 011 that, yeah ... a mother who rings from a lumdred kilometres
away and says "I've go/ an asthmatic child, what can I do?" [Fiona I}
... ... because at that stage the hospital had turned ifs focus onto allowing
cli11ico.l 11urses some 11011-clinical time to facilitate quality management
projects, research. Yott /mow miuar research activities and I thought I
could do somelhi11g with that [Fiona 2}.

Carla however, had a quite different view about research in nursing. Carla was in
her second semester of midwifery studies. She felt that she was struggling wi'.h the
relevance of research, in particular, learning about qualitative research methods as a tool
and sensed a division between midwifery practice and research that was reflective of her
specialisation. Rather than a connection to research, she felt it was fragmented and not
relevant to maternity care in the hospital. It was possible that the nature of her chosen
program was not what she first envisaged:
I mean, I've tlo11e three years of research already, 011e 1111it per year as an
1111dergrad11ate. And a lot ofthat was covered there. And you actually do
use problem solving. ltjus/ doesn't seem the same ...... Hmm, helping
someone whose got a problem with breast feeding, while it's 11sefi1/ to know
the ins and outs, the alternatives, the new research 011 breastfeeding, I can't
see how learning about qualitative research helps you help /hat woman
[Carla I}.

Long-Tenn Goals and Links to ANS and Education
Setting long-term goals was important because each RN was able to anticipate the
outcomes of their research interests or educational pursuits as they moved toward ANS
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and education. As one RN told me about being a generalist nurse compared to an
advanced specialist caring for patients, ",.,their physical needs were the needs met and
for me, that wasn't enough. I needed to expand my care. I needed to expand in the way
'that I needed to provide for more of a holistic approach" [Olive 1). Knowing this and
identifying their projections, the RNs alludC"rl to the gains th,:y made in their chosen
career pathway.•\t the same time, all but one RN identified their area of specialisation
as a career pathway for them. Moreover, the majority of RNs were partisan to research

'

in nursing. The undertaking of a research project was an integral part of their goal.
They had either found their niche or were able to visualise fruition of their identified
clinical research problems, provided they had the collaborative support from other
research experts:
... one tlti11g made me think about research. )'Oil know, was whr are we doing
this. A11d the otlwr thi11g was my alternate goal, where I want to go in
1mrsi11g, is I really wan/ to be a C/i11ica/ Nurse Specialist or Co11s11flant.
whatever yo11 caf/ it in ICU. Ami the cri/eriafor that is a masters f Lill(fa I}.
In summary, the establishment of long-tcm1 goals enabled the RNs to reflect on

their progress. Even so, not all experiences of advancement for them were predictable.
However, being mindful of where their studies in advanced practice would lead them,
offered those RNs who had set long-tenn goals, a sense ofpcroonal hannony.
Reflecting, Ratio11alisi11g, Balanci11g and Negoliali11g Optio11s

The RNs reflected on experiences that empowered them lo continually rationalise,
· and negotiate their studies, work, and careers in order to balance their lifestyles. They
sought the options available in order to specialise and make a decision to continue to
pursue ANS and education. Carla however, withdrew from her studies because the
balancing of her lifestyle became too difficult. She rationalised that her course fees to
undertake her university midwifery pro&'Tam was burdensome for her and her partner.
They were planning on getting married soon. Even though she acquired a small
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scholarship to a~~ist her in her studies, it only provided a quarter or the total amount
payable.
Other RNs shored common experiences. The main concerns lhc RNs had when
rationalising and balancing career options related to family matters. These included; a)
division of family responsibilities; b) exclusion ofrccrcational interests; c) management
of finances to pay for a course; d) minimisation of shift work to undertake studies; c)
the need to slop night duty; f) dcfenncnt of studies when changing jobs; and, g)
balancing time taken to traJ~J to classes, work or clinical sessions. The latter was

'

because of the required attendance at clinical practicums or seminars, and was
particularly true for the rural counterpart because of the greater distances travelled. This
oRen necessitated accommodation arrangements and separation from family, as well as
the appointment ofa relief nurse to continue expected work commitments.
All but one RN chose to study part time as opposed lo full time so that family
responsibilities were manageable. Olive was the one exception. She studied full time
and worked agency shins as and when she required additional money, supplementing
her income with an 'Austudy' allowance. However, Olive told me that she bad no
financial overheads and had already paid a substantial amount toward her mortgage.
Therefore, she felt financially secure before deciding to embark onto postgraduate
studies. Furthermore, she felt better able to sl\idy full time compared to other advancing
specialists she knew ofbecause she did not have the added responsibility for the care of
children. In short, the biggest obstacle for a number ofRNs was tlte constancy of
having to prioritise and negotiate study over child rearing, family activities, as well as
the pursuit of personal interests and activities for those who did not have any children.
Four RNs who were undertaking master studies as an adva11cing specialist had one
or more preschool child or children ofprfmary school age. Brenda told me how she was
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financially well healed, nevertheless, as II consultan\1working from her home, she cared
for her three teenage children who were in need of her continual supervision owing to
their specialist care needs. As her husband said lo her, "well, you know, you have
always been interested in that sort of thing, and as long as you do it part time and it
doesn't interfere with the children" [Brenda I]. Diedre on the other hand, continued to

rationalise her travel between home and workplace because of the hundreds of
kilometres she would otherwise have to travel on a daily basis:
No I do11 't [drive home each 11iglJ1}. I come up (from Angel to Busse!)
Mo11day and go home 011 Thursday. fl 's too far and over JOO kilometers and
it '.s the wrong time ofthe day. ll (tra1•cl) just atlds two hours to my day!
... ... I needed lo keep some lime for my e.tlra commilme11t. thar was
negotiated too! ...... / would have me11tioned ii i11 my letter of appficatio11.
A11d so in the illtervicw it came up, so I was able lo 11ego1iate that. And lhe
positio11 was11't exactly /111/ time. /11fi1c1 it was negoliab/c as well. I do11'1
think I would haw applied/or it if I was11'1 aware /hat I co11/d discuss these
optio11s with my employer [Diedre 2}.

At the same time when balancing family matters, each RN rationalised not only
what course best suited them, but were also prepared to negotiate with their employer,
their work options. Ten of the RNs either applied or thought of applying for assistance
from their employer to undertake advanced practice and study. "Well really there's

,,

plenty of money out there if you are prepared to you know,just apply and fol"Wl\rd your
CV" (Karen l]. In addition, they were prepared to negotiate a position and salary that
they believed they were able to fulfil:
The clinical nurse posilio11. Normally whe11 yo11 gel promoted yo11 start off
with the lower increment so I hai•e gone to the boss and said, "well what are
yo11 going lo pay me then?" A11d site said, "well what do you mea11?" And I
said, "wel/yo11 know.you could pay me/, 2,3 or 4." And she said, "well I
would normally pay you one." 8111 I'm sayillg, "yeah well I'm ope11 to
negotiation." So I wrole 011/ a few pages of why I tho11g/11 I should be paid a
lit1/e higher. Aud I dropped it ill so I am waili11gfor a reply [Andrew 2).

As another example, Helen negotiated employment and funding for a relief nurse
because she wished to take time to attend four study days:

, 1:
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A typical example is that I've got field assess men/ study days coming up ill
November over at Y co1111try hospital am/ It's for four days. A11d we are
looki11g at getti11g relief Well lo get a relief al a mirsing post is proba'11y
four lumdred dollars a day Ifyo11 are looking at relievers coml11g /11. And
yo11

have still got to take 011 boar£! their travel time w,d where they are

comi11gfrom am/ how many days you ca11 ac/110/ly afford 011 my budget.
Now my budget was $700 in s11rp/11s and we co11/d afford to have someone
for virtually two days or one am/ a half days because it was abo11/ halfa day
011 a Friday [Helen Jj.

In summary, the movement toward ANS and education meant that the RNs
rationalised and balanced their family concerns as well as their work and study options.
They were able to rationalise why other nursing stafTthat they worked with, were under
duress; p'erhaps because of the excessive work-load or loss oflife on the oncology ward
for example. Furthermore, they were motivated to view their work positively and were
keen to undertake further study and research.

II

Succeedbig and Moving Toward ANS a11d Ed11ca/io11

Succeeding in ANS and education provided both tangible and non-tangible gains.
For example, seven RNs thought that a non-tangible gain included being successful
owing to their enhanced theoretical knowledge. On the other hand, six RNs thought
that a tangible gain included the offer of a promotion.
In the main, the non-tangible conceptualisation of'succeeding' and what these

RNs perceived as success were the most occurring events, For L'Xample, four RNs'
perceived that success included being challenged and empowered by the additional
responsibilities that being an advancing specialist afforded them. Fmtherrnore seven
RNs succeeded because they negotiated employer support for undertaking additiOnal
studies. Similarly, Eric felt "nourished" as an advancing specialist, and both Andrew
and Eric felt that they had succeeded because they achieved their prngrcssivc
educational goals to integrate men's health issues into their respective specialty areas.
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Other non-tangible evidence of success was revealed when eight RNs talked about
communicating at the same level as their lecturers or managers or when five participants
were invited to participate as an executive member of their special interest group.
SUcceeding also entailed the undertaking of research in their area of i_ntcrcst or when
seven RNs told about doing research that was specific to the profcssk·, and community.
Eric also felt success when he was able to work in a multicultural environment. This
ensured that his language skills could be utilised.
Nursing work away from the constraints of a medical model of care and/or
maintaining a wellness aspect to their care proved to be successful and rewarding for six
of the RNs. Brenda, Eric and Karen felt that they succeeded when they e!Tected change
in management styles or improved working relationships with medical practitioners.
More importantly, being acknowledged and thanked by other sta!Tin their department
for effecting change that sta!T were initially resistant to but now embraced was
encapsulated as success by Andrew, Eric and Karen. Success was about being able to
gain the trust of community members in the rural areas as well as the acute setting,
being confident with the use of technology in the ICU, or confident with the need for
data storage and communication purposes while working in the regional and community
nurse settings:
As I started off, I get a lot ofperso,,al satisfaction out ofachieving am/
passing at the end ofthe day ... / enjoy the aclrie1•eme11t factor and one day I
guess /would like to have a Masters, a11d ... a PhD. That would be a
wonderful thing to have. W11)' nurses do11 't go offa11d do ii? ...... But I am a
believer in gai11i11g knowledge, and I e11joy the achie1•e111e11t factor; the
success, the s11ccessfi1lfeeli11g ofpassi11g I guess and achie11f11g ...... / see my
lecturers a lot more differe11tly ...... and /feel there is much more ofa
wellness 011 a level plane. It's more than lect11rerls111de111, it cot1/d eve11 be
like fatherlso11, or 111e11tor [Andrew l].
... the most satisfyli1g thing is to meet someoue at the door lhat is critically
ill, to be able lo stabilise them with my ow11 ejforls before the doctor arril'es.
To be able to support the fa,i•ily i11 that process as well a11d then to se11d
them off to the ward k11owf11g that I /rave do11e eve,ytlting I possibly could to
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help them afor,g their way. Now, that doesn't always happen, but certai11ly,
J/,at to me is the best tlll11g. Yrm knnw the hahy tli11t's got a chest /11/ec/1011
and mum's beside herself. Yo11 know to that level, you know that they will he
f111e, rmd that's good. Ami tlwl's why I slay mirsing f,ecau,w1 of Its /11/erest
{Fio11a I].

Yeah, I feel worki11g in i!Jlc11sf)'(: care, /'111 a lot more co11fidc11/. I feel I
know what I am doi11g, which I could mrmage hef:ire. I could look after a
patient very well, b11t 11ow thfll greater 111uferstamli11g there is a hit lo be
able to commw1icate illfellige11tly with the medical staff and far more
teachillg of medical staff a111lj1111ior staff. Everything just seemed to fall illfo
'place, my 111ulerstamli11g of what was going 011, how dntgs worked. I gained
011 aw.fi1l lot really ...... it's just that when the co11s11/ta11ts usk a11d the
registrars ask about the effects of dmgs and you arc answering it a11d the
registrar doesn't know /he auswer. I 111em1 it's very good ... the way they look
at you, with respect, it's ve,y satisfying insit/e as well [Karen /}.

Being Rejected, Gaining Rewards and Limitation of Rewards
To illustrate the textural understanding of success, three further codes emerged,
that is, 'being rejected' and being offered a 'reward', or conv.:!rsely the 'limited rewards'
gained as an advancing specialist. Rejection was identified when a RN for example,
was unable to negotiate her work~load and specialist experience with management to
undertake extra visits to other departments of the hospital. As a part of her educational
experience as a perioperative nurse, Judith felt rejected when she negotiated to seek
additional competencies relevant to her specialism without success:
/11 day surgery I ac/110/ly asked to spend a day doing day surgery once a
for/nigh! to just keep up my scope work for endoscopies and colo11oscopies
and got shot dow11 because they needed the theatre 1111rses upstairs because
they are very short. /do11't 1111dersta11d that ... [Judit ft 2].

Four RNs felt rejected when their application for interview or promotion was not
approved by an employer or when they were refused a CN position even though they
had more than fulfilled the job description compared to other CNs they worked with in
their setting or department. Feelings of rejection were also evident when the RN
experienced conflict with senior management or when Eric, Judith and Megan
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witnessed and attempted to deal with poor staff communication. Furthcnnorc, when
senior management required them to implement specialist skills to meet service needs
before tli~y had actually graduated from their course, two RNs felt used and rejected
because it was not recognised or rewarded in an additional payment. Less tangible
feelings of rejection was felt when five RNs reported that their nursing colleagues were
disinterested in them for specialising. Furthermore, when other nursing stalTwcrc
disinterested in attending conferences, were not profcssionaJly oriented, or failed to
provide them with their personal support and encouragement, th:y felt rejected. In all,
their colleagues did not outwardly acknowledge their struggles or progress toward ANS.
In terms ohewards for undertaking ANS and education, these were few. Other
than when Karen obtained funding to attend a conforc:nce, the benefits the RNs gainr-d
were limited to non-tangible rewards. For examplt:, Gail felt rewarded when she gained
additional secretarial support to compile her community nurse documentation. Fiona
felt rewarded when she was able to find work easily because of completion of her
emergency nursing course, and Megan felt somewhat rewarded when management of"
another hospital approached her because she had the perioperative expertise that the
hospital desired. Other non-tangible rewards resulted when Karen obtained a research
secondment within her hospital while advancing in her master studies. This added to
Karen's enjoyment of nurse specialisation that she felt offered enormous diversity
within nursing practice that no other job could offer.
The limitation of rewards remained an issue with the RNs in this study because at
least two participants believed that nursing in general was a demanding job with little
prestige. More significantly, any tangible rewards such as elevation of their salary for
the extra studies and work undertaken, was not forthcoming for Andrew and Fiona.
Moreover, three RNs in this study felt that they were spending significant amounts of
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money to undertake study for little reward. There was a need to "give up everything"
(Carla) to work and pay for advanced nursing study, and "you arc never rewarded for all
the overtime a nurse docs.just promises that you can get off early another day" (Carla).
At least five RNs however, identified the burden of cost to nurses in general if
they undertook ANS and education, but made little mention of the extra financial

burden to them. These RNs either took the opportunity to seek scholarship funding or
chose a course that was competitively more affordable for them. Three others
meanwhile, negotiated employer support such as leave with pay while Fiona negotiated
paid travel and accommodation expenses related to her ANS and education. These

initiatives assisted them financially to undertake advanced stuc!ies specific to their area
of specialism, offering them some reward, be that it was limited.
One RN thought that gaining a master in nursing was the most that could be
'"'°:';:';-

expected of an advanced clinical specialist because it would give a nurse the
authorisation to negotiate a work place agreement. However, based on the cyclical high
demand for nurses by hospitals, both Andrew and Fiona questioned the reaiity ofhaving
a clinical master degree even though the profession desired the master prepared
specialist nurse. Fiona in particular felt ambivalent about the need for a clinical master
degree in critical care because there was no incentive or reward. There was little
support or encouragement from her work colleagues in the rural area. Even her Director
ofNursing of the hospital was unaware and did not acknowledge that she was
undertaking external studies in advanced practice. FurtheJmore, she was undertaking
studies in her own time while working full time, caring for her family and actively
contributing to her special interest groups s11ch as the Australian Nursing Federation
(ANF) and the Australian College of Critical Care Nurses (ACCCN).
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Fiona was 11lso critical of a Perth teaching hospi!al in which she undertook a 12month contract lo complete the hospital's critical care course before continuing with her
master studi<;!s. She was required to accept a lower rate of pay for the duration of the
course. Notwithstanding the above issues, she wus also convinced that there would be
no promotion to a Level 2 position available for her in the country, once she had

completed her master of critical care nursing in the ED;
So the issues ofliving weren't too bud bu/ I did feel quite rese,1/ful about
that beamse you know the requiremems before yo11 could be accepted were
a minimum of a Ll'Ve/ 115 or /16. And I know it was a /tade offto go back,
you know, thal all that study would be done as a 113 ievel. Biii we ar1o part
ofthe calculated FTE and ill my course particularly, there were several
people who worked iii the intensive care unit oftl1e hospital concer,;ed and
there were other people t!tat fwd bee!/ 1111rsi11gfor (a long time). I was
probably the oldest that had bee111111rsi11gfor some lime, but certainly there
were well-qualified people that ifyou know, who would deserve clinical
pos!tio11s if they had come up. So their expertise was being obtained very
clseap{v. A11d !find that that's another fmstrating thing about postgraduate
ed11calio11 and that it's probably another fill le one of my soap boxes is that
there is 110 i11ce11tive for people lo do the extra work. You don't gel
monetary benefit ...... J'm a111bivale11/, but I don't know wherhcr masters level
clinical nursing at masters level is ei•er going to take offin u big way ... bllf
there is 110 ince111ive at all lo do higher education csvecially like people i11
mysiluatioJI where I am.for wallf of a better word, sfllck in the rural arena
for quite some time. Our positions for pro11101io11 are limited by percentage
basis, you know, numbers of clinical nurses lo number of RNs. Once ///ey're
filled, that's it. So I will be a masters qualified level I RN if a cli11ical 1111rse
job doesn't come lip in my field. And that needs to be addressed I
t/Jink ..... .It is hard work, lei me Jell you, it's bloody hard work to try and
sllldy here wil/1011/ much supporl, without 11111ch encouragemen/. You know,
people say "oh look, you are doing your masters!" And the firs/ question is
"why?" And their second question is, "well you know, what are you going to
do with ii at lhe end?'' Bui there's 110/hingfrom the a/her end saying "well,
ifyou get your maslers, you could look into these jobs", there's 1wtliing like
rhal [Fiona/}.

In summary, succeeding as an advancing specialist came with its rewards, limited
or otherwise, The rewards however, were non-tangible in the main, but nevertheless,
personally satisfying. The tangible rewards of success while advancing were considered
to be difficult to realise.
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Exercising Tolerance While Movil,g Toward ANS m,d Education

RN Cxperiences that were contradictory in nature were ubiquitous. Similar to
other health care professionals, the RNs in this study lived with contradictions every
day of their parental, working, studious and recreational lives. Nevertheless, the

noematic descriptions of the RNs' experiences were significant to them because they
impacted on their advancement. For instance, three RNs felt that they needed to
exercise tolerance toward their employment as an advancing specialist at the lowest
level (Level I) of nursing practice because it was simply a means to an end to becoming

an advanced specialist. They could not always expect a higher incremental level of
employment. At the same time, other RNs felt that they needed to be tolerant of the
alterations and changes in the workplace that were related to the nurse's career structure
and subsequent levels of employment. In their wait, they welcomed the recognition by
the profession at last, of clinical practice compared to education or management
positions for nurses. As a result, the RNs had shown tolerance because they had waited
for the opportunity to take a higher level as a specialist RN when the opportunity
prevailed.
Furthennore, the RNs believed it was m:cessary for them to be aware and tolerant
of the changes talcing place in relation to the widespread demand for advanced
specialists. From the RNs' perspective, these included the demand for midwives and
emergency nurses, expertise required by RNs in business management, the need for a
focus on gender health issues such as men's health, and the necessity for evidence based
practice, particularly in the critical care setting. They believed their awareness of
current demands for expertise would ensure the most appropriate course of study for
them was undertaken. The RNs continually re-examined the relevance of what they
were doing and at the same time were mindful of the downsizing of the nursing
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workforce owing to the increasing health budget. As a result they were understanding
and showed tolerance of management decisions made by executive nurses, and able to
consider the balance of funding issues relating to nursing staff undertaking continuing
education courses or ANS and education.
Three RNs also exercised tolerance toward nursr.s who did not wish to embrace
change. After all, "there are leaders and followers" (Eric I] in nursing. Each RN in this
study aspired to being a leader in nursing. Their aspiration as a leader required them to
show tolerance toward other colleagues during their movement toward ANS and
education. They were cognisant of the fact that for a variety of reasons, not all nurses

wanted to advance in an area of specialisation like them.
Further specific examples of many other contradictions the RNs faced revealed
their degree oftolcrance. Being tolerant of other nurses who labelled indigenous people
as too difficult or problematic lo care for ca tied for additional tolerance because it was
contradictory in tenns of nursing care that was supposedly holistic and culturally
sensitive. In this example, Brenda's tolerance prevailed because other nurses had a
Iimit(;d understanding of indigenous people:
How does the nurse who doesn't understa11d ADD understand the difficulties
that mother has in going a11d buying the groceries, getting them home,
getting the meat and the vegetables, coordinating them at the same time,
gelling the children to the table because at the end ofthe day, those
children's nutrition is going to he enhanced or it's going to be destroyed. So
a nurse is trying to gel good nutrition and the mother's more tha11 likely to
say here's 20 dollars, go and get some KFC, but if the nurse understands the
difficulties i11 the orgm1isalio11 and the liming and everything, she can spend
some time [Bre11da 2}.

From the rural and remote area specialist perspective, the RNs were tolerant of
other health care professional issues while working in a multidisciplinary setting. On
the one hand, Diedre was intolerant of the medical doctor who made little effort to
contribute to the decision making of a multidisciplinary health care team. On the other

hand, she exercised tolerance toward rural doctors who gave little of their time to ~,!lend
muliidisciplinnry meetings because as private practitioners, they were busy health care
professionals and were not paid for their time. Similarly, Hc!cn was intolerant of
community people who paid little or nothing in a fee for her services. However, she
was welcoming and tolerant of members of her rural community when they used her
home to take a shower or borrow some clothes because people believed that the
rural/remote area nurse should have an open house and surgery:
... it was a11 MVA, a11d he came i11 al 11ight. He showered in my shower
which is very typical ... A11d I gave him a pair of my husband's socks to put
on because one of/hem had disappeared. He somehow lost his shoe on the
way. No he put his sock around one ofthe bloke's arm or so111elhi11g, lo stop
the bleedi11g or something, so he got a pair of my husba11d1s socks which I
got back three months later I think. And I don't know if it's via the
community or somethi11g else, but this is sort ofthe very co!loq11ialism type
of things that go on. And my house is often used for breastfeeding. You
know I'm a breastfeeding clinic anyway and as an ante-natal clinic. I often
do that in my room, you know we usually do that when the doctor's here
because I've got lime 0111 [Helen !].

Furthennore, as a community nurse working in the metropolitan area, Gail was
tolerant of the volunteer disability 'carers' who worked along side her non-professional
health carers. She treated them as colleagues. However, she was intolerant of the
attitude of nurse colleagues who dismissed them as being unprofessional. The carers
required much support from her as the professional health carer, and she was
appreciative of volunteers because they readily cared for people who suffered
significant disabilities. In addition, Gail supported the cultural shift from nursing work
in the hospital setting to her work with volunteer work as a specialist in the community.
These circumstances identified Gail's and Helen's acceptance and tolerance ofothcr
helpers who were not always familiar with work in a professional environment.
Exercising tolerance toward the beginner learner in a specialist area of nursing
practice was also a conlentious issue amongst 10 of the RNs in this study. For example,
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Megan suggested that many staff working in the operating theatres were unable to
arcurately predict the rate at which a nurse learned while working in the operating
rooms. Some RNs in this and other areas of specialisation were intolerant of beginners
who did not learn specialist skills quickly. As an advancing specialist herself, Megan
was mindful of dealing with the many strong and conflicting personalities within her

specialism. She exercised tolerance toward the new periopcrativc nurse because she
had a greater awareness of the global issues such as educational advancement that

included an understanding of health care policy and change management. As a result,
an advancing specialist was able to see the bigger picture and be motivated to
implement new learning strategies that enhanced pcrioperative nurse advancement.
Similarly, Olive exercised tolerance over the uptake ofher student role as a
registered nurse, and postgraduate nursing student working in the mental health care
setting. She believed that a degree of tolerance was required to deal with any conflict
that arose in the work place, such as the attitude of some staff that was ambivalent
toward students like her. Exercising this tolerance, pursuing staff who provided her
with the learning that she felt that she needed, and being pro-active by dealing with
personality conflicts that arose between staff members and her in the work place, was
necessary. Doing so enabled her to negotiate learning opportunilics with staff in her
new learning environment:
As a student to me it was a little bit strange initially because I felt that I was
back in a role that was 1111/ami/iar to me or that a role that I hadn't been in
for so many years. Working as a student was, I wasn't sure how I should
perform that role, !tow much I should do. Whether I should sort ofpush into
the registered nurse role because I am a registered nurse but I wasn't a
registered mental health nurse. So /just tried to take a11y opportunity I
could to do what I could without being too pushy [Olive JJ.

"
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Tolerating Contradictions and Mak:ilig Chungcs
Almost nil of the participants not only exercised tolerance, but also realised that
being involved in change in the work place was mutually beneficial. They were
supportive of change even though they and their senior nursing staff experienced daily
contradictions in the workplace. To get ahead in critical care nursing for example,
Linda and Karen needed to embrace change. Furthermore, Olive believed that change
in mental health practices from a custodial framework to a primary care approach was

appropriate and the pursuit of evidence based practice in the specialism supported the
need for change.

One RN considered his role was being a "change agent" [Eric] who took
additional personal risks to actually effect change that was considernd unnecessary by
many of his working colleagues. For example, Eric questioned his line management of
inadequate communication to staff on the ward and the perceived collusion by some
senior ward staff members with the oncologist about patient treatments. This practice
was to the detriment of all staff in being able to share information about the
multidisciplinary care of the patient who had cancer.
To take this a step further, !:::ic indicated that he too had changed as a result of his
advancing practice. During his second intciview, he was able to reflect on how he had
changed since his first inteiview. He recal!ed the state of flux he was in at the time of
his first conversation and how disjointed he felt working in his new appointment as a
clinical nurse specialist. The changes over the ensuing six months as a specialist had
resulted in the diminishing ofhis clinical role. He was satisfied that the
multidisciplinary sharing of information had improved since he instigated change to the
patterns"of communication between nurses and doctors on the oncology ward. He was

99
subsequently able to focus on nursing research in oncology as well as the nurturing of
shdfin the oncology department:
And /feel that that role is slowly being crvrlcd, the one oftl:c safe, care and
nourisl, role. Not only tile patie111, but the care givers are my other co,1cern
in my particular role. Ir is the impact of all this stress 011 !he
cmp/oyees ... a11d iii the week 1/tcre have been two or three very lraumalic
deaths. There arc lwo other imminent deaths 011 the ward. Now the
sickness rate (of1111rscs) has risen agai11. There is a lot more bitcl:i11ess 011
the ward. There arc some angers that arc being 1hrow1i ro1111d by some staff
blaming others for the way they have hec11 practicing. Ti:•e staff has been
working two or three hours longer that they normally should do, ai,d they
are not going to get paid/or it. So all i11 all, the stressors are 011. We are
no longer thriving i11 this e11viro11me11t. It~ like trying to survive, and I feel,
thatj111ct11atio11 is u· direct result of health care is 1111able to cope with
sickness around them, and I really want to kind ofpromote more of this well
being. Being able to help yo11rself before yo11 can help others {Eric I].

Interestingly, all but one RN in Part A of this study expressed a desire to improve
the ehannels of communication between all health care professionals within their
specialties.

,,

The need to change their course of study midway througit their specially studies
was identified as another significant factor that related to the phenomenon of interest.
Undertaking a specialist program in nursing had given some RNs heightened awareness
ofwhere they were heading and therefore, re-examine the direction they had taken, and
therefore, make changes. Two RNs, namely Andrew and Fiona, decided that a change
of course cf study such as business management or emergency nursing as opposed to
critical care nursing wat;: possible for them. Similarly, Gail identified that taking a
different direction in her nursing from a pure community nursing perspective to ·..-r

"

including complementary health studies was an appropriate change to make. For 12
RNs, the change they made in including studies that had an increased focus on
management issues such as health service management and strategic planning as
opposed to undertaking a purely clinical role was enlightening. This added to their
go.als and ideals of ANS and education. Brenda was the one exception. Her
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conversations focused on her collaborative research project and not on any studies that
included health management issues. Brenda's goal was to keep focus on her research.
Six RNs {Andrew, Carla, Diedre, Eric, Fiona and Gail) supported agreed changes
to departmental policies. For example, a change of procedure manuals away from the
list of nursing tasks to a compilation oforinciples such as occupational health and safety

"
or environmental factors was a change for the better. Change that embraced the review
of departmental strategies and policies, as well as discussion ofissues that would
improve interdisciplinary health care practices such as workplace priorith ; and effective

'
people skills, were supported by the participants even when not by other nurses working
in the same specialty:
But people do11't see that and they do11't like chat1ge. They don't realise the
benefits ofcha11ge and /just can't understand. /really can't ... ... Oh it's just
a movement forward, I mea11 people don't undertake change unless they are
going to benefit from it ... So there are tremendous benefits and I think that
you have got to keep a11 oper. mind about change and not, 'this is the trouble
with J2.hour shifts,' You know older staff are going, 'oh too bigger change.'
'/11ey ca11't see that it's got enormous potelltial, it's got enormous benefits.
and I think that again it comes dow11 to ti/Imel vision I think [Karen 2).
Cha11ging patterns. l thi11k it is a challenge for health professionals to
embrace cha11ge but I think with increasing knowledge and increasing
evidence based practice it would be good to embrace some of the new
.
strategies and therapies that are bei11g seen to be effective i11 treating
(<::; people. So I think that's importa/II. I thillk that i11 X Hospital with one of
the areas that I worked in they were looking more at primary care and
moving away from the custodial care in one ofthe wards. A11d I thought
that was good [Olive 2].

II

Conclusion
In conclusion, the core theme of moving toward ANS and education described a
phenomenon that was socially textural. The participant RNs who shared their lived
experiences, revealed insights that identified many external and internal competing
forces, the latter being encountered on a regular basis.

,·_,
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Ideally, each pnrticipant would have liked to focus on being credible as an
advanced specialist practitioner, even though th~y had to do this while living with
hypocrisy and paradoxes that made them feel a greater awareness of the struggles that
1r;?Y had to el\durc while advancing. Overall, ANS and education was viewed as a form

ofbest practice whereby the RNs set long term goals in order to achieve advanced
status. As advancing specialists, they reflected, rationalised, balanced and negotiated

·theiJ-work and ]earning options, maintained the will to succeed even though they often
felt rejected by peers, and gained limited rewards that were mostly intangible in benefit.

Ultimately, these RNs exercised tolerance about the many contradictions that they faced
while advancing. They embraced change in the work place, particularly if change
improved the communication patterns and sharing ofknowledge between all health
carers,
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CHAPTER FIVE
Sub-Thematic Findings: The Way Through the Lab)'Tinth
Freedom of Choice, Exper/e11t/a/ Knowing and Mainta/11/ng J11/crdepende11ce
Introduction

\\

This chapter outlines three of the five sub-themes that emerged from Part A of this

study, Collectively, the five· sub-themes describe the subject of ANS and education; the
way that the RNs structurally advance as specialists. This is metaphorically described
as 'the way through the labyrinth of ANS and education'. The three sub-themes
discussed in this chapter reveal how the RNs in this study continue to advance in their
specialisation, ascertaining their freedom ofchoice when undertaking advanced practice,
their way of knowing through experirmtia/ learning, and the way that they maintain

interdependence while advancing. The sub-themes illustrate the cor.textual nature of

...
•

ANS and education, adding structural meaning and understanding to the textural
(object) interpretation o(ANS and education described earlier in Chapter Four.
Freedom to Choose ANS and Education
How the RNs eiiercised the freedom of choice in undertaking a course of study
was varied in context. Whilst all the RNs in Part A of this study made a conscious
decision to practice and study in an area of specialism that reflec!ed their identified
expertise and interests, their choices were sometimes limited. On the one hand, Diedre,
Fiona and Helen chose to study and work based on their geographical location. This
was because of the inordinate distances required to travel to attend an on-campus
course. On the other hand, three RNs preferred to undertake a short course, no more
that an academic semester in length, in o\~er to add to their skills as specialists. Helen
·, ·

/Ire,

for exwnple, did not necessarily want to do a course by distance learning. She preferred
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the face-to-face learning style and therefore, sought a short course that oITcred such a
medium rather than a distance education package that was generally longer in duration.
Similarly, Fiona preferred the on-campus style of learning but conceded that a distance
package was workable considering the distances she would need to travel, that was over
800 km to Perth and return. Conversely, Linda chose a distance learning package
because she was able to schedule her own work and study program from the
convenience ofher home, and at the same time, study at a time that suited her.
Secondly, six RNs classified the professional or global recognition of a university
based course as important to them because they were likely to be universally
acknowledged and therefore, in a better position to seek professional employment
overseas in their area of specialisation. However, even though Carla chose to enrol in a
university-based course in midwifery based on the same premise, she felt "battered" by
her co1leagUes. Her colleagues indicated that she should enrol in a hospital-based
midwifery program even though the only Perth hospital running a midwifery program
was taldng its last intake of students. Unconvinced, Carla enrol!cd into a university
midwifery course to commence studies in 2000. She believed that she was hi!t\er olT
professionally if she did a university course, but at the same time, relievCd that she
could retort to her colleagues that she no longer had a choice but to enrol in a university
based program.
Andrew thought that providing nurses with the choice to undertake higher
education was because the profession wished all health care workers including nurses
like him, to "gain more knowledge and be up to date". Furthennore, Carla felt that she
also "needed to have a degree in business and economics, as well as clinical
knowledge" because of the requirement to not only manage patients, but to manage st aIT
within a health care system or hospital that was a corporate business. Karen also
viewed that the introduction of management skills in addition to clinical advancement
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within the program for ANS was advantageous for her. There were wider choices in
course content that included management and communication theory relevant lo
Karen's critical care nursing course. Furthennorc, Karen felt that because there was
such a diversity of nursing specialty courses altogether, she had many choices open to
her as an advancing specialist nurse.
Similarly, Megan chose a health related undergraduate course rather than a
generic nursing course. She decided against undertaking a nursing degree because she
felt that the partial "Americanisation" of the content in the nursing undergraduate
conversion degree was not for her. Parts of the course content, particularly that relating
to nurse theorists, failed to equate to Australian clinical nursing practice. Instead,
Megan chose to study a non-nursing degree in health promotion while working as a
perioperative nurse. Her horizons and choice of employment relevant to surgical
knowledge that she accumulated over the years, together with a degree, would enhance
her choices and therefore, scope of work in the immediate future. In addition, she had
"the choice to quit and the confidence to g~,tlsewhcre" because her expertise made her
readily employable. Megan also indicated that choosing an advanced specialist course
rather than remaining a ~\eneralist nurse, was preferable to staying in mainstream
nursing. This was despjA the fact that a nurses' specialist knowledge and experience
were narrowed by doiri:, so:

And I see that that's the way it should go to encourage more nurses to
actually remain ill nursing. I think you sub-specialise and whether you subspecia/ise even further is debatable if it's too narrow or whatever. But it's
like when yo11 start going illfo your nurse practitioners or adva,1ced practice
11urses now they're even becoming more specialised, more specific and to
me that's the way it should be ... [Megan 2).

Thirdly, three RNs (Fiona, Judith & O!ive) chose to enrol in the same university
in which they had undertaken previous undergraduate nursing studies. Having known

I05

the academic staff, thd the institution was viable, and that the university was situated in
their home state was ·beneficial to them. For example, Judith sought distance education
perioperativc courses from universities on the Ea.stem seaboard of Au;tralia such as
Deakin and Queensland univeisities, but was pleased when she discovered that the
university she graduated from in Perth had a new postgraduate perioperative course
available. She dispensed with her earlier options and enrolled in the latter to undertake
her postgraduate diploma course relevant to ANS and education. Judith perceived a
greater freedom of choice, provided the choice of university offered an advanced
perioperative program.
Fourthly, the choice of nurse program for Diedre and Linda was associated with
the affordability of a course. Linda chose to take a HECS (Higher Education
Contribution Scheme) funded course as opposed to an up front fee-paying course
because it was "cheaper". Linda made this choice because she was not required to pay a
large sum at the start of her course. She had previously experienced the hardship of
,: ~aying up front fees when she undertook her advanced diploma in critical care nursing
in Canberra. Meanwhile, Diedre was pleased to find a course that suited her needs.
However, as a community rural nurse, Diedre was taken by surprise but at the same
time delighted when she discovered that the fees for her course would be fully funded
by the Health Department ofW.A. In contrast, the remaining participants did not allude
to the c;.Jst of their course(s) as an overarching factor that compromised their choice to
undertake ANS and education, They were aware of the cost of self-education and the
added value to them as specialists.
The choice of ANS and education was also the result of an indirect cost benefit
analysis. Three participants felt that the costs were significant. For example Diedre had
to secure leave to do a course, Carla had to reduce shifts so that she could study and at
the same time earn an income, while Fiona had to cease shift work all together. When
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Fiona was enrolled in her hospital-based critical care course, she w!IS required her to
work and study full time. The undertaking of this course resulted in Fiona being
separated from her husband and children for 12 months because she had to work in a
city hospital. She was also required to make additional payment for acco."1~~ ..1ion in

the hospital in which she worked. Thi,; was a considerable sacrifice, which she made
because the postgraduate diploma course that she had recently completed now
articulated with a critical care master program that was offered by distance learning.
This suited her because she lived and worked in a rural town of W.A. Furthermore,
Fiona could now choose to undertake her master studies in critical care nursing as a part
time student.
Karen, like Fiona, also regretted having to make the choice to work and study full
time to undertake a postgraduate diploma collrse in critical care. Both felt guilty for
choosing advanced studies to the detriment of continued rearing of their children. By
the time they had completed their diploma studies and advanced onto their master
studies however, both felt compelled to continue studies part time and work full time
because they felt a strong commitment to ANS. Both were now progressing part time in
their master studies. Therefore, at this stage of their master degree, they felt a greater
freedom to choose when and how they advanced.
Brenda had the freedom lo choose a master by research rather than upgrade her
study to a Ph.D. She was adamant that the purpose of her master by research studies
was to gain an understanding of the research outcomes in tenns oflhe participants
involved, and not as a means to gaining a higher award. Conversely Carla felt little
freedom of choice in her program because students in the only course available locally
to her, were required to pass a research unit before advancement into the practical
components of their midwifery program. Carla cared little for the research component
of her course but looked forward to the practice components on successful completion
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of the research unit. It was more an obstacle because if she failed in the research unit,
her progress would be delayed. Furthermore, she would be place in an untenable
position because she would have to pay the same amount again to repeat the unit.
Finally, Linda was offered a choice of activity by her employer because she was
undertaking master studies in critical care. Rather than attend the usual monthly study
day for staff in her department, Linda was given a choice of activity such as data
collecting or an activity that would facilitate her studies toward her master thesis, The
freedom to choose an activity that better suited her studies was beneficial. The indirect

result was that she felt that she gained personal support from her employer.
Reasoning as a Way of Choosing

"

Within the tensions often felt by the RNs who chose a course of study or work or

both, the participants reasoned why they chose a particular course, Their inclination
toward reasoning illustrates the ways that the RNs justified the choices that they made
in pursuing ANS and education. These choices were aligned to what they perceived as
being the current role of the nurse, the enjoyment of being a specialist, and conversely
the difficulties ofbeing an advancing specialist.
111e role ofthe nurse. Seven RNs believed that if the profession did not expand

the role of the nurse into the nurse practitioner role for example, then the advanced

,,

,'

specialist nurse would continue to practice within a medical model rathei/than within a
preventive health model of care, For example, as a nurse working in the ED, and with a
keen interest in researching men's health issues, Andrew was concerned that the
management of men's issues would not be suited to the current model ofhealth care.
This was because men often did not seek health care until the onset of disease had
occurred, Andrew felt that he could expand on his knowledge of the patient's health,
illness and disease processes because he could provide a greater educational role by
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relinquishing his purely clinical focus as a clinical specialist in the ED. Andrew
reasoned that took every opportunity to assess the male patient in the ED for lifestyle
behaviours, thereby infonning the patient of appropriate preventive strategics.
Eric and Diedre shared similar sentiments. Both focused on their role in the
preventive health of men and families and women und families respectively. Eric foll
that he had matured since our first interview and saw opportunities opening for him and
to position himself better as a specialist in men's health and cancer care. He was selling
himself up to move laterally to his preferred educational role as a specialist men's health

practitioner. In so doing, he reasoned how he could create a therapeutic framework for
men who suffered from cancer by being a more effective listener for example.
Similarly, Diedre delivered a service to women in the rural south ofW .A. Being a
mature female, qualified in women's health, Diedre provided women an alternative
''practitioner to consult with other than the traditional male doctor. She felt that the
doctor in whose practice she worked, had a vested interest in working with a community
nurse ronsultant
like herselfbeeause the doctor's patients preferred to consult her on
,,
mailers relating lo women's health such as child hca!Ut. In her role, she functioned
interdependently as a consultant, therefore, the joint practice agreement with the doctor
was opportune for Diedre. However, her role as a nurse was compromised because her
practice was dependent on the establishment ofa medical doctor's practice that
pennitted a practice based on the current medicare rebate system.
In addition, Brenda and Gail reasoned why nurses in general could and should

embrace a greater preventive health role. In their role as specialists working in the
community, they needed to adequately assess child development so that awareness of
future chronic learning problems could be described to patients and parents, and that
complementary therapies for older people in aged care facilities in particular could be
utilised. For example, both RNs pushed for more preventive care relating to nutritional
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therapy or W"omatherapy because health professionals in hospitals for example,
practiced little preventive health care. Brenda believed that the sociological care of the
individual was the "soothing of the soul of the patients that hc\pcd their neurobiology".
Futthennore, a nurse in her position could "drive the bus" when it came to health
education. During her management of children with a learning disability, Brenda was
able to make an impact on a person's health because she had both the physiological
knowledge and the developmental knowledge surrounding child development.

Conflict relevant to their role as advancing specialists prevailed. From the RNs'

experience they reasoned that preventive health measures were a significant role that
they practiced, but difficult lo implement fully:
... some com'! ta a female practitioner as I am. It's advertised that I am a
registered 11urse, that I'm lrai11ed ill sexua/,family planning, a11d health.
And I practice out ofa doc/or's s11rgery. !11 act11al fact I'm employed by the
doctor. And they are there far a pap smear. But that's what they are
booked in far, but most ofthe time, they're there not just far that. 711ey have
other iss11es. They have come for discussions with a person who is a listener
and perhaps 11011-male. And perhaps being a woman as I am, and a little bit
more mature than athers ... [Diedre JJ.
It's the credible qualifications (having a master degree), because I really
feel the role I want to develop is a mens' health educator role. It's not
actually available al the moment, so I thi!Jk I need to get the information
and then push/or it to be developed, preferably within the public health
servlce ... And !feel this is the area that I call be ofsome real benefit.
Because I do believe that when I provide ed11cation to a man around his
health, together with JO years a/his own attempt to develop that knowledge,
it's far more successful tha11 him having his heart attack, coming into
hospital, and then we try a treat him [Eric I].
I wanted somewhere that identified complementary therapies as a11 effective
tool as well .•. Whereas what !found with the registered nurses in aged care
and a lot ofother places I have worked, it is a real closed offattitude ... well
someone told me !was a witch if !was going to do that sort ofthing. And
that's a very personal statement that I didn't like. Closed-minded and a lack
ofobjectivity as far ,1s I could see [Gail 2).

The enjoymelll ofbeing an adva11cing specialist. Nurse specialisation offered

many benefits to the RNs. The freedom to practice as a specialist, especially as a
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ruraUremote area nurse was one. Helen not only enjoyed the social involvement with
the community, but was able to make contact by direct telephone link to an area doctor
u

whenever necessary. She considered herself fortunate compared to many other remote

area nurses who did not even have a Jandlinc telephone let alone a mobile phone at their
disposal. However, she felt that she was not a "true" remote area nurse because she was
.,, ~, not totally isolated. When she felt any doubt about a client, she was able lo consult the

· '\\.,~-11 doctor from the next town some 120 kilometres away by phone.

The irony was

that while she admitted that she sometimes contacted the doctor for advice
wmecessarily, she preferred the choice because she had backup if anything was to go
wrong with a client, such as a complicated delivery of a newborn. Overall, Helen
enjoyed the autonomy of practice but within the safety net of a team approach that Was
mutual and included the contact with a medical doctor.
Similarly, the role of the nurse in the ICU was enjoyable on completion of a
postgraduate course in critical care nursing. For example, Karen reported that her
course fostered greater personal knowledge and therefore, confidence to be able to
communicate with doctors more intelligibly. The outcome was heightened mutual
respect of the two health professions working in the ICU. In addition, Linda enjoyed
work in the ICU because the nurse had the power of"control" over the patient and
patient events. Furthermore, her joy as an advancing specialist was not solely based on
having control over the patient but more so on the challenge of actually predicting
patient outcomes,
The enjoyment of the advanced role as specialist related to the increased level of
autonomy as well as to the increased respect with the medical team and with it, the
increased confidence to nurse patients:

Yeah, !feel working i11 intensive care, I'm a lot more confident. I feel I
know what I am doing, which I could manage before. I could look after a
patient very well, but now that greater understanding there is a bit to be
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able to communicate intelligently with the medical staff a11dfar more
teu(·h/11g of medical staff and junior staff. Everything just seemed lo fall
into place, i11y 1mdersta11ding of what was goil1g 011, how drugs worked I

gained an awf11f lot reaffy [Karen I}.

Difficulties ofbeing an advancl11g specialist. Most RNs described difficulties in
their work and application to study. Whilst to RNs stated that they enjoyed th;

challenge of study and appreciated the added responsibility that came with that
challenge, they also experienced frustration and disappointment. Most RNs for

example, felt that a course was worthwhile doing, but only if the theoretical content of
the program was applicable to the area of specialism and reflected their specialty
{ipractice, and that the benefits of completing the course justified the fees payable to
undertake the course. For example, there was a difficulty of paying large sums of
money in fees when Carla found that she could not maintain full time work and study.
During our first interview Carla indicated that the course required her to reduce her days
of paid work in order to gain supernumerary midwifery practice of at least two days per
week over two semesters.
For seven participants, the difficulty was not in finding extra funding by gaining a
scholarship, but through having to continue the regular payment of life style necessities
such as mortgage payments. Carla was the most recent graduate of all the participants,
and found it particularly difficult. At the time of our second intcrvi~w Carla bad
withdrawn from her midwifery studies. She had already paid approximately $3000 of
the $8000 course with no likely outcome of practising as a midwife. On withdrawal
from her course, Carla returned the $2,500 scholarship that she gained from the health
department to enable her to undertake her midwifery program.
Other difficulties arose when some RNs discussed how some nurses did or did not
survive work in the operating theatres. Megan felt that non·advanced speciatist nurses
"can bll their own worst enemies" and often failed to support each other. For example a

0
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diathenny plate dislodgment from the patient or contamination of a sterile field by a
nl~~e had lead to difficulties in collegial relationships. In Megan's experience, instead

of solving incidents such as this, as a group, some nurses relinquished details of an
untoward event to a visiting anaesthetist or surgeon, with the intent to discredit a
colleague. As an advancing specialist in the operating theatres, Megan felt that this type
of behaviour was unwarranted, and therefore, always mediated as a group's mentor
whenever collegial relationships become tenuous. She knew that there were better way:;
of rectifying conflicts within the department.
Megan revealed other difficulties when working in the private health care sec.tor,
particularly when and how the nurse treated the visiting surgeon differently compared to
the public hospital counterpart. Megan felt that when working in the private sector she
had a closer relationship with the consultant surgeon. This afforded a greater teamwork
approach on decisions that were made during surgery when she and the surgeon worked
for example on an elective case such as a hip replacement. Megan was cognisant and
tolerant of the private surgeon's request for a "no-teaching" environment whereby
nursing or medical students were often not pennitted into the operating theatre. Megan
felt that this practice however, severely limited advancing experience as a perioperative
Ilurse in her hospital. The ci::,umstances were the opposite in the public sector where
teaching per se was an expectation. Yhe difficulty arose wlien a perioperative nurse,
unlike Megan, was not adaptive to this role in the private health care sector:

In t!te private sector it is very limited. There is na medical teaching and you
corild do some nursing teaching but some surgeons don't like it because they
say, "I have enough ofthat in the public sector. I don't ·;vant learni11g
duri11g these cases thank you very much." So you've actually got to be very
careful about how you teach and how much support you get. Ifyou support
them well and things like that they don't have a probiem. But ifyou just left
(the surgeon or anaesthetist) flmmderi~g. they get that in the public sector
all.the time and they will just not put up with it i11 the private. And because
they're part ofoilr customer as well as the patient, you sort of have to fist en
to them to sc::ie degree [Megan JJ.
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Comp~ng, Global Reasoning nnd Rationalising Organisational Activities
All the RNs com\;µl;rd the relationship between health care practices and
-,.·.

education to illustrate reasons why they chose to pursue specialist practice. On the one
hand, two RNs refer..ed to global reasoning when they respondcci to policies and issues
that reflected their understanding of the bigger picture of health care practices. On the

other hand, eight RNs mtionalised their organisational policies and activities in order to
justify their daily work as advancing specialists.
Comparing
The choice to undertake advanced specialisation made some RNs feel that they were
not accorded professional respect in comparison to other health care professionals, For

example, one RN believed that nursing notes remained invisible compared to medical
notes when patient documentation during triage in the ED was carried out. As a result
there was little evidence that identified nursing activities such as when a nurse checked
or monitored a patient, provided nourishment, or simply offered support while the
patient was waiting for test results:
..• but you know in 2 weeks time, there is a letter comi11g back and they
would say well I was left alone i11 Ille cubicle for 2 hours i11 pain a11d that.
And so you p11fl the notes a11d there's the lriage bit. The doctor's wrille11 al/
their bits b11t there is no nursing documelllatio11 to show what the 11urse is
doing to the patient regularly or you k11aw, shown that they have provided
food a,1d dri11kto thepatie11/ or whateve,· [Andrew 2].

Similarly, the comparison was made between nurses who provided care based on
a medical model of cnre with those who delivered the more "nourishing" (Eric)
psychological care to patients, For example, Eric described how a\anncd he felt that
nurses he worked with in the oncology setting felt at case when they provided the
physiological care to the patient. His nursing colleagues had adopted a model of cnre
that they thought most appropriate because it was "more technical, had parameters,
was measurable and tangible" (Eric), therefore, safer to apply, compared to the
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nourishing and psychological model of care that the nurse could give. The nourishing
role was not quantifiable therefore not easily recognised or assigned. This resulted in
his staff moving away from the provision of nourishing care in the form of greater
emotional support for the patient:

Whal I do feel workillg ill this particular areu is an acute oncology I
haematology area, we have a lot ofclinical expertise (physiological medical
k11owledge) which we/eel safe with, because it's very safe. The blood count
is this, we're goi11g to 11ow do that. In the areas that we kind of moved away
from is the stable s11pport, 11011rishing role, when the answers are not there
{Eric I].

In contrast however, the medical model of care was not such an issue to those
working in the community. For example, Diedre described how she was able to
maintain a community focus in her area of specialty compared to the medical model of
1,

care:

... community health doesn't rim in 011r medical model, it goes 011 the
primary health care prh1ciples so we adhere to those strictly, eve11 down to
tl,e team meetings that we make sure tl,at we are adhering to the primary
healti, care principles. And it's you k11ow, second to everything that we do.
So we are very m11ch 1101 i11 the medical model {Diedre 2).

Comparing one critical care course over another was detailed. For example, as
an advancing ED nurse, Fiona had undertaked a critical care course that included
coronary care, intensive care and ED. Fiona described how pleased she was to be able
to readily respond to a patient who had a cardiac arrest while she was learning and
working in the coronary care unit. On sighting a patient in cardiac al'rt:St in the
coronary care unit, Fiona was able to apply her specialist ED skills with acumen. She
was experienced in advanced resuscitation methods and therefore realised that she was
able to apply her skills no matter what critical care department she worked in. She
was happy as an outcome of the comparison:
Another participant RN compared her area of advancing specialisation in mental
health to that when she practiced as a general surgical nurse in a major teaching
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hospital. She described how she was able lo provide holistic care where before, this
was not possible. She pondered why she remained a surgical nurse for live years and
subsequently realised that she needed more autonomy, less routine and greater
flexibility in her work as a nurs~:

"

I've actually starlet/ a postgraduate diploma i11 mirsing and in me/Ila{ health
and I'm really e11joying it. lfii,d it very interesting. Prior to that I Jwve
'' worked in the surgical environment, particularly coloreclaf surgery. And I
found that it was very busy, at times inflexible and I fell that I was
developing a routine and that I 11eeded to have more autonomy and more
flexibility in my practice ...... I !mow it's very cliched lo say I like people and

I like to talk with people, I like to learn about people, but lo a certain extent
in general 1mrsi11g, where I mea11 there is11'/ sufficient time lo commu11icate
with people in any detail. Co11sider attributio11factors such as limited time
and ilzadeq11ate staffing, these are factors that impede holistic care, I really
believe that. !11 the ward that I worked i11 it was extremely busy. There was
very little time to actually communicate with patients and to get to k11ow
those patie11ts as people and help them in ways that they really needed help.
So it was like their physical needs were the nei!ds met a11dfor me, that
wasn't e11a11gh. I needed to expand my care. I needed to expand i11 the way
that I needed to provide/or a more of a holistic approach {Olive /}.

Global Reasoning: The Ability to Gauge the Bigger Picture and Choose ANS
Global reasons for choosing ANS emerged as a) the professional snobbery
within the health care sector that nurses must embrace further tertiary education, b) the
community's expectation that a focus on a medical care can repair the health status of
the individual rather than people adopt to a preventive model of health, and c) the
economic changes in society such as work place agreements that arc based on
productivity and outcomes that "keep driving people" (Andrew). Furthennore, five
RNs reasoned that the government of the day failed to address the high incidence of
suicide relevant to mental health and men's health. Three of these RNs felt that the
government's view of suicide as mainstream health rather than as a key health issue was
seen as an international embarrassment.
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Six RNs reasoned that they were aware of change in societal values that had
impacted on the way that they provided cJ~. For example, consumer choice bctw~rn

public and private health services was unstable. Furthermore, the distrust by level I and
2 nurses in general of hospital managers and tertiary academics, that one was unable to
see the "bigger picture" were indicative of the participants' reasoning that were globally
oriented:
... it is because they (1111rses in general) don't understand what people in
higher levels are doing. They do11 1/ understand whatS going c11 011/ there.
Tl,ey do11't like academics, they do11't believe that they're in touch with
whut's going on in the clinical area. 111ey don't believe that the level 3s and

4s know what's going on in the clinical areas. Therefore there's a reduction
in faith and it's not until you gel out ofthe clinical areas, the lower positions
that you are forced to look at the bigger picture and you become aware of
what's going on {Karen 2).
The only thi11g I would say is the most co11foundingfactor is society because
20 years ago ... You know there was a place for everybody in society. Now
what's happe11ing is, we've got neon signs, we've got moss marketilJg, we've
got buy, buy, buy, we've got outp11I, output, output, we've got tougher time
frames, we've got incredible conformity levels and that is impacting on the
vulnerability within a particular group ofpeople. And it's going lo get
worse, because we actually have taken the lmman-ness out oflife.
Everything is lo do with time. Time is money, and the i11dividual, there's
nothing left [Brenda!].

Rationalising Organisational Activities
Choosing ANS and education resulted in the RNs rationalising their activities
specific to their area of specialisation. They understood compromises and accepted a
need for change in nursing practices and the implementation of new standards of care.
For example, as an ED nurse, Andrew believed that an on-going review of practices and
standards in departments of a hospital was necessary. Furthermore, external auditors
through ~e accreditation process should conduct these because internal audits were not
necessarily adequately accomplished or reflected the common expectations of health
care standards nationally. Similarly, Helen thought that there was a need for the rural
and remote area nurse to generate, adopt, and apply comprehensive documentation of
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patient care to ensure safe practice. Even though nurses often described the amount of
documentation a.~ loathsome, it was necessary in view of the greater transparency of

health care practices and therefore, accountability of all health care workers.
Overall, Eric thought it was necessary lo maintain nursing within a bureaucracy
because it was complex as an organisation. Even though work for him in.a bureaucracy
as an oncology specialist was sometime3 frustrating and limiting, it was within a
bureaucracy that excellence of health care to the consumer could be monitored and
therefore, maintained,
In the ICU and elsewhere, Karen felt that there was a need to identify clinical

indicators that were reflective of a department's care by nursing and medical staff. The
negative media portrayal of a principle hospital in Western Australia recently, had
major ramifications on the credibility of its staff. The political involvement and grief
that was felt by the staff of this facility was overwhelming. Therefore, clinical
indicators were a requisite to ensure viability ofa public health care service.
From an individual perspective, Linda rationalised that gaining a promotion and
taking on a coordinator role in the ICU required many non·nursing decisions to be made
that were important for the overall running of the department. She realised how much
non-nursing work she must do as a coordinator to ensure the smooth running of her
department. For example, she was required to ensure the plumbing was functioning
properly and deal with the engineers when the system failed in her department. She
must ensure a reduction in cross infection in her department. Similarly, Megan thought
that there was need for a staff mix of'indepcndent' nurses and 'co-dependent' nurses to
work in the operating theatres. Even though she worked independently as an advancing
specialist, she compromised that a successful operating suite worked better if all staff
worked co-dependently as a team.
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Being co.dependent would be quite conducive to OR 11urses because you've
got to work as a team

if you need them.

Tccl111ic11/fy, I mca11 theorellcally

you should act11a/ly work more cohesively as a team, Ifyou've got too 1111111y
i11depe11dent workers worki11g together it's a lot harder lo get them to work
together. But the h1depe11de11t workers are ofte11111ore up fro11/, more
q11estio11i11g and are more ofa leader type in a team. So yo11 really need a
ble11d of/hose types [Megan 2}.

Reflexive Action, Problem Solving and Interview Reflections

The process by which the RNs chose their work and studies as advancing
specialists was evident in the way that they acted upon their decisions to achieve their
goals. Their decisions and subsequent actions were based on what the RNs considered
reasonable and therefore, the best course of action for them to take. Their decisions
were not interpreted by me as the Heideggarian pre-reflective or being in the world, but
interpreted from the Husserlian perspective of conscious thought that is intentionally
reflective rather than pre-reflective. Being reflexive and taking action in this study
related to the RNs' thoughts and actions as opposed to any actions that were based on
fiction or even forced upon them. Their reflexivity was accentuated by their problemsolving approach to issues as they arose while advancing, and by their review and
change of thoughts and actions between their first and subsequent interviews with me.
Reflexive Action
The RNs were reflexive in their actions because they analysed and reviewed their
advancement, during and between interviews, so that they could add structure and
meaning to Iheir practice (Gubrium & Holstein, 1997). Three RNs were reflexive as
active members of an organisation while four RNs approached specific organisations to
maintain an awareness ofhcalth issues that were of particular concern to them. For
example, even though Andrew claimed he was a "cheque-book" member ofa number of
professional organisations such as the Emergency Nurses Association and the Royal
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College ofNursing, Australia, he reflected on how little, members of the nursing
i;,rofession had communicated to the public on health care issues. The public needed to
be aware ofwhat the nursing profession had to say about health issues. Therefore, he
spoke with a reporter to ensure current professional issues such as maternal outcomes
and midwifery education were discussed and reported in the media. Similarly, Brenda
was passionate about adults who suffered from ADHD. She reflected on how little
nurses 8lld the public knew about the problem. Therefore, she did "door-knocks" and
visited nursing management staff in a large hospital. Her action was to share
information about a disability that was most likely to be encountered by health
professionals working in the hospital. She wanted to ensure that all health care workers,
particularly nurses, were aware of the prevalence ofthc condition so that they could
intervene or infonn patients of the problems associated with the condition and advise
people of the resources available if patients with ADHD required assistance.
Furthennore, she lobbied the AMA, the judiciary and the Institute of Sport for example,
about the enormity of the social problems related to people with ADHD, As an
outcome, she was invited to write a program on the internet for those who desired
reliable infonnation about the condition. This she undertook.
Other RNs reflected and took action based on their concerns about public mental
health issues, or on their choice of action as a nurse, or as a student. For example,
Diedre pondered on the increasing incidence of women she attended to who had
postnatal depression or stress. Her response was to seek a short mental health course of
study that would enhance her knowledge and skills to deal with this growing health
problem. From a counselling perspective Helen reflected on how she sought advice
after she counselled a teenage female client that manifested a personal conflict of
interest:
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It's the Co1mcilfor Remote Area Nursi11g Association. I've got a 1800 hot
ll11e, yo11 know cou11se/li11g li11e which you can r/11g ... lt's a crisis line for the

remote area 11ursl11g 11urses. And I only rang ii the other day beca11se one of
the co11nselli11g I did, this was probably my worst case. It was the fact that 1
had a 14 year oltl girl who was actllally i11 my netball club who had come 11p
because she was 011 the pill and ... it was all very awkward you know t/Jis girl
was my peer i11 my netball cl11b and she was also a client and ajutJior. And
lj11stfo11nd it, it was11't a role !was used to a11d /felt...! did11't know if! had
done the right thing. But I felt very stressed by ii all [Helen 1].

From a student's perspective, Judith found that she was in need of a sound
foundation to her new work as a perioperative nurse, She reflected on how she had few
suitable role models working with her. Her action therefore was to seek a self-directed
learning package to ensure appropriate beginner progress and achievement of standards
before she enrolled into a postgraduate program in her specialty. She also revealed that
she learnt mostly by reflecting on her practice at regular intervals. This activity was
taught to her during her undergraduate days. She now incorporated reflective practice
as an effective means of critiquing and changing her practices as an advancing
perioperative nurse because it improved her work behaviours,
Problem-Solving and Making a Choice
Three RNs, namely Brenda, Eric and Megan referred to how they instigated a
problem-solving approach to their nursing care, They believed that health care workers
including general nurses did not embrace a problem-solving approach in the broadest
community sense. According to Brenda, this may explain why other health care
workers other than the nurse were dealing with the increasing chronic lifestyle problems
such as mental illness, learning difficulties and diabetes related to poor nutrition.
Megan felt that the ability to problem-solve was a prised specialist skill:
You have to assess people on a differellt wave in that some people are
organised, they have the problem-solvillg ski/ls, they have deductive
problem-solving and they are inquisitive. Those people survive very well in
the operating room. If they don't have those ski/ls, they can stmgglefor up
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to 12 months and they're never really happy unless they move i11to an area
whicli is like more ward orientated [Mega11 2),

Interview Reflections
During the data collection for Part A of this study, I undertook a trajectory of
interviews with each RN in order to identify any possible change in the RNs' thoughts
and subsequent actions, given the six month time frame, The change in thoughts was
revealed by the RNs' own admission to their change of heart or mind. They referred to
their transcripts and on what they thought and said during the first interview and how
their thoughts had changed at the time of the subsequent interview. For example Carla

reflected on how negatively she spoke about the attitudes ofhospitalised private
patients, She believed that they were unreasonably demanding of her time, care and
attention. In the subsequent inteiview, Carla indicated that she lacked understanding of
the private patient. She described how both she and the private patient were bereft of
infonnation that was kept secret and not assessed or worse still, withheld from hospital
notes. She understood that the demands set by the private patient was not necessarily
the patient's fault. She needed.-iO explore her involvement in a system that required her
to review her practice,
Similarly, Eric reflected on his first inteiview and indicated how unsettled he was
in his new job and settling with his family in a new city. He felt that he had had poor

' he
guidance career wise and that he was in a state of flux, Six months later how eve:,
was much more focused on his research studies and was better settled in his job:

Ah si11ce we last met a11d readi11g the tra11script prior to this illferview I can
actually see how much I have changed and how much circumstances have
changed, Things seemed to have calmed down but al the time I do recall
that I was in a lot offlux, very poor guidance, very poor advice. And still
attempting to settle into the culture at work here a11d a/so settling in Perth
and a lot ofselt/i11g inprocess,fami/y wise, work wise and socially. A11d I
can see how it came out i11 the conversation. 111at's why I said earlier it
(work) was disjointed [Eric 2].

.
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In another example, a RN told of the rJeed to increase practicums so that students

"

like herself could gain sufficient exposure and experience while working as a student in
the mental health sector. At the time of the subsequent interview however, Olive had
changed her view because the amount of exposure and with it experience, proved to be
substantial. ''l suppose maybe towards the end of the course I feel that I've had a
substantial amount ofpr11ctical experience. Perhaps that's because I foci more familiar
with the area now than I did then" [Olive 2].
The Reality ofANS and Education

The reality of ANS and education emerged when the RNs considered an ideal
practice in nursing a.,d the impact of the nursing shortage on their career aspirations.
The reality of nursing practice that was ideal concerned them. The RNs' felt that they
needed to be pragmatic about the world of nursing in which they worked as advancing
specialists. Their pragmatism reflected their approach to their work that enabled them
to continue in their specialisation. One RN even identified survival techniques that
enabled her to pursue specialist practice and studies.
The Reality
The RNs had to face multiple realities including remuneration, staffing and
workloads. To most of the RNs, the reality felt was that the majority of nurses, along
with other health carers, such as the physiotherapist, would not be able to negotiate a
fair work place agreement as specialists, if they had to. More specifically, the nurses'
EBA at the time of the first interview was topical and had widespread media coverage
in W.A. Therefore, during the data analysis four of the RNs referred to the EBA
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process. These RNs believed that they were astute enough to derive an individual work
place agreement between them and their employer, but in reality, they felt that the bulk
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of nurses generally would be disadvantaged. Andrew, Fiona and Megan favoured a
work place agreement. Two had been successful in negotiating such an agreement.
However, all three RNs suggested an EBA was the best means ofindustrial bargaining
as it ..yas achieved on a collective basis, thereby protecting the interests ofall RNs.
In relation to nurse specialisation, the reality was that there were not enough
midwives "to run a roster to provide adequate cover in an eight bed maternity ward"
(Diedre) in the rural area of W.A. Nor would a ruraUremote area nurse like Helen have
a problem in gaining work as a nurse, even if she did not have a degree in nursing. For
example, Helen's RN registration from a hospital-based diploma sufficed because there
were so few nurses who were attracted to work in the rural areas.
Furthennore, the reality of health care for Andrew for example, was that the ED
catered for patients who were reactive to a major illness such as a heart attack or renal
failure. Similarly, Linda felt that in reality, the ICU catered for much sicker patients
that a nurse must have expert qualifications to be able to look afier them. In addition,
Diedre believed that people in the rural community did not get their needs met even
though the statistics demonstrated high rates of"co-morbids" when compared to city
statistics. For example, vehicle accidents were higher, the suicide rate was higher and
young families failed to seek preventive health care because of the longer distances
travelled to access the relevant health care professional. Similarly, Brenda felt that the
rising number of co-morbids was evident within the community and needed to be
addressed and could be addressed by the nurse.
Eric felt that the reality of acute hospital resources were finite but insufficient.
The insufficiency was problematic for nurses when in reality there was an on-going
need to orient new nurses to the oncology area for example. There were simply not
enough resources in terms of experienced staff like himself, who were already overstretched to orient a new nurse. The reality of resources available for the rural nurse
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was also finite. For example, Helen was unable to draw on her remote area health
budget to fund repairs to her surgery precinct, bearing in mind that the surgery was the
only medical centre in .town that serviced the community. The parking area in front of
the surgery was in a state of disrepair that it was hazardous for patient parking.
The Nursing Shortage
All but one RN was concerned about the reality of the nursing shortage. So
desperate was the situation in the ICU, nurses were being recruited from England. In
addition, because of the shortage of midwives in the rural areas, the remote areas, and
nurses in the operating rooms, the opportunity for the participant RNs to gain work was
easy, However, there were not enough nurses like them to provide advanced specialist
nursing care that the population needed, In reality, the shortage precluded one RN from
being able to obtain any leave from work as a rural/remote area nurse. Olive felt that
the current working conditions, the shortage of nurses, and the health care system
together were considered to increase the stress on the young nurse:
I am also very concerned about the 11ursi11g shortage or the so·called
shortage. And I believe it is real/or us 11owa11d in my previous
management job I did see another government document that crossed my
desk, and which predicted a nursing shortage of J5 hundred, this is
statewide, by the year 2000, and I saw this document 5 years ago. And it
predicted a 15 thousand shortage by the year 2020 [Andrew I].

Pragmatism and Survival:

\\
The RNs' pragmatism enabled them to keep a balanced view about the realities
that they faced as advancing specialists. For example, during their advancing careers as
a specialist nurse they were pragmatic about the need to "not get too worked up about
the feelings of urgency" (Andew) tyhen a priority one patient entered the ED. Some
nurses showed undue anxiety that had a negative impact on others in the department.
For Diedre, the practicality of employing casual staff in order to constantly balance the

))
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number of staff let alone the mix of staff required in the regic,nal hospital was a second
example. Thirdly, two RNs felt that like all consumers of education they should pay to
complete their studies even though it was exiJensivc. Furthennorc, if one was serious
about it, money was not an option when it came to extending one's career as an
advanced specialist.
While Helen indicated that she survived with what she had. in tenns oflimited
equipment ill her surgery and advertising materials relevant to health promotion and
public health issues for her community, Fiona voiced how she had to come to tenns

with working full time. She told of how she survived to reduce her level of guilt
associated with not being able to attend social activities for example with her two young
pre-school children because ofher full time shift work Commitments. Even so, Fiona
was pragmatic about the need to prioritise her studies. Nothing had changed since the
first interview with Fiona because she indicated that fitting in study for her masters was
simply but pragmatically, one of the list of things that she would do:
I would like to be able to spend more time with my childre11 ...... I regret
having to go back to full time work and I do say I had to go back to full time
workwhe11 my son was 14 months old, and I have worked full time ever
since. I've missed out 011 a lot ofthe, what I consider, reasonably importanl
"milestones in their lives. I still/eel guilt when I can't gel to things thal are
important for them or events that happen anil can't organise to take them
to, because I am not available. That's something that I wilf have to come to
tenns with myself /understand fully [Fiona/}.

Sub·Theme 2: Knowing; Experiential Learning While Advancing
For the majority ofRNs, gaining knowledge by virtue of their practice and formal
education were the methods by which they felt that they learned and subs:quently
practiced as advancing specialists. Each RN's learning experiences and therefore,
knowing, was professionally focused. Furthermore, their continuing education was an
integral part of their educational and professional development and therefore, learning.
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This professional development was derived in relation to the RNs' time of life or slyle of
life or both. The majority ofRNs valued experiential learning because their new
knowledge was able to :validate their credibility as an advanced practitioner. Their
stories included the uptake of new, chrmi;ing, different or unexpected knowledge.
All the RNs believeJ 1hat continuing education was implicit, and that all should
continue in their learning as a RN. As consumers of education, they felt the necessity
for nurse credentialling, the limitations associated with nurse education at the
.n

undergraduate level, and the increase in teclmology as being complimentary to their
advancement. Even though there1,Was a cost to their advanced professional education,
the RNs felt enlightened that their knowing had increased because of their experiential
,;1

, Jeaming. On the one hand however, there was a perceived prior knowing that the RNs
brought with them as an advancing specialist, but on the other, there was a paucity of

' 'sharing between practitioners and in particular by non specialist nurses.
knowledfje
This had a detrimental impact on their leaming with non-specialist nurses.
The RNs gained knowledge via the different educational processes that each RN
experienced included, a)'a fonnal university course that was more than 12 months in
duration, b) a continuing education or short course where the duration of course varied
from a few days to weeks,,and, c) any specialised vocational work where the nurse
gained skills and knowledge that were applied in the work plac.e or area of advanced
practice while delivering patient care.
Helen was certain however, that the best way to achieve experiential learning and
knowledge was through practice alone. Similarly, Andrew suggested that a formal
university program relevant to a specialisation that a nurse had previously practiced for
two or more years wes not absolutely necessary because he was able to adequately
provide patient carr. in the ED. Andrew's experiential learning and knowing was based
on his vocational experience alone that waii gained while working at the bedside. Other

127

RNs however, told of additionnl perceptions concerning their cxpericntiol \eaming mid
knowing. They preferred the formal theoretical and clinical education available,
The Undertaking of a fonnal critical care course meant that Fiona became more
assertive with the medical staffbecause she was comfortable with all the lines and
patient ''plumbing". Being enrolled in a critical care course enabled her to gain not only
formal knowledge, but also experiential knowing in the ICU and coronary care units, as
well as in the ED. Similarly, studying with a group ofnurnes who were enrolled in the
same course and concurrently working in the ICU, Karen experienced joint learnin8 and
knowing while studying with others. Studying jointly rather than in isolation was
perceived better in terms of problem-solving issues as they arose and with the security
or others. Moreover, Olive believed it was necessary that at lest two years experiential
learning should be gained prior to adv oncement into on area or specialisation. This
entailed experiential learning and knowing as a generalist nurse following initial RN
registration.

,,

Advancement in an area of specialty such as mental health required a degree of
practical experience as a RN because irOlive wished to advance, she would need to
consider her research interests. In addition, a minimum of six months in a specialty
1,;

O such as the ICU was necessary so that Linda was able to "look after the sicker pa1ient"

' (while undertaking postgraduate studies in critical care. From Fiona's pcrnpcctive,
learning and understanding had advanced following completion or her fonnal critical
care nursing program, and even before Continuation into her master clinical studies:
Ifo11nd myself. I was a lot more assertive witIi medical staffthat }'011 k11ow
what I wa11ted to have do11e a11d a lot more comfortable with the patient and
a lot more co1tjide11t about tile patient [Fiona JJ.
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Professional Edrtcat/011
Hach RN realised at nn early point of their nursing careers that they needed lo
know more about what they were doing while practicing as a clinician. They regarded
professional education us a continual and experiential process oflcaming and knowing,
This educational process in tum was recognition of their attainment of specialist
knowledge. In other words, the RNs prized self-education as a natural process that was

a means of advancement in their chosen specialist area(s) of practice.
In essence, professional education was primarily a personal belief in the building
of their nursing lffiowledge. Secondly, their studies were simply a way of putting an

academic level to their acquired knowledge. Fundamentally, tertiary study expanded
one's critical thinking. Furthennore, it "is a way out of feeling in a flux or being
dysfunctional...[as a clinical nurse] ... and it also enables you to get a job" (Eric). Eric's
perception 'related lo th/attainment ofa master degree. The majority ofRNs thought
that a degree at master level would give them the credibility to practice as a professional
nurse while Eric believed that undertaking "research is the next step to true
professionalism,''
Karen felt that undertaking a postgraduate diploma or master in a specialty was
more acceptable than worrying about being credentia11ed because ofthe ongoing need to
update the assessments of ever changing skills. Conversely, Carla sensed that some
research components of her diploma course that articulated with a master by research
program, would not benefit her because studying as a "partic,ipant observer" in research
for example, bore little resemblance to the immediate antenatal, delivery and postnatal
care of mother and baby. All the RNs concurred that the education program they
selected should bear relevance to their area of specialised practice and that "there is
nothing better than theory and practice to make a good mix" (Fiona).
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Different models of education undoubtedly resulted in their professional
development. For example, since registration as a nurse Gail had undertaken various
graduate courses that were not necessarily related to nursing but nevertheless,
considered experiential. Prior to this study and since registration as a RN, Gail did
horticultural studies and culturally specific aboriginal education through Tertiary and
Further Education (T AFE). In addition, she did a conversion degree in nursing,
postgraduate gerontological nursing studies and specialist complementary health studies
that were generic to any professional health care worker, Gail added that if she "does
not fit into a box then it's not an issue". That is, she believed it unnecessary to be
"encapsulated" into a traditional nursing specialty such as gerontology nursing or
disabilities nursing. Besides, three RNs believed the undertaking of short courses was
an effective method of!earning once a generic professional degree was attained. Gail
perceived nursing education as being "conventionalised" and interpreted education to be
"bigger than any big box". Gail's eclectic approach to professional education broadened
her experiential knowledge relevant to ANS and education.
In contrast, advancing and studying in a specialty, two RNs felt that they needed
to seek the most appropriate course and program that would suit them. More
significantly, the remaining RNs believed it important to study in a specialty that was of
interest to them. Once a program was selected by a RN, eight believed that they should
manage to pay for his/her education while five RNs felt that they should complete their
studies in their own time Even so, nine RNs told of how they received financial or work
related support to assist them in their advancement. With the culmination of the above
factors, the greatest satisfaction Judith felt on completion ofa program was directly
proportional to the amount of effort that she put into a program that she was capable of
doing. Furthermore, when working in a busy department or clinical setting such as the
operating theatres, Judith believed that she needed to be self-disciplined, while Fi~na
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and Helen felt that they were continuously well motivated to undertake their chosen
program, Otherwise, "it would be very hard to do" (Fiona).
From the rural perspective, the lack of a suitable supervisor to undertake a master
degree in research or the rearing of a young family in Fiona's case was of concern. As a

community nurse Diedre also had educational concerns as a lone practitioner. She
needed to schedule and attend annual updates through the family planning clinic in
Perth. She also needed to gain greater knowledge about diagnoses doctors and other
practitioners made in relation to people with a mental illness. She had no time to
undertake another university coun;e because she could not afford the time from work to
undertake a lengthy university program relevant to mental health. Therefore, she looked
for a suitable short course and distance learning package that was offered through the
health department. She took her annual leave to undertake study time and used her
accrued additional days off(ADOs) to attend the week's practicum of the course that
she had selected.
Similarly, Helen described how self-directed learning packages such as the nurse
practitioner program could place pressure on rural nurses because she was busy when
·working as the sole practitioner in rural W.A. These courses were lengthy and required
greater continued commitment, Therefore, she found advanced professional education
in the fonn of a self-learning package served as an alternative learning tool. Even ifa
course was not accredited, Helen found that the infonnation was of value and more
importantly kept her updated. Furthennore, because she believed that there was a need
to do at least one course per year, Helen undertook short courses rather than a degree.
The short courses such as life support or health assessments provided her with current
update of skills that she believed she needed to review.
Four RNs claimed professional education was a challenge to them. If Olive
continuously challenged herself, she felt that she was learning. All indicated that either
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fonnal or infonnal professional education of some nature should be undertaken by
advancing clinical nurses, even though nine RNs indicated that some nurses
unfortunately, would always sec it as a waste of time. Megan always questioned the
validity of a nurse's skills and knowledge in this changing world without any
professional education. She suggested that continuing professional education should be
linked to nurse registration because many nurses refused to undertake continuing
education of any sort. The majority however, indicated that professional education
through a formal university course was for them because of the greater acceptance
internationally.
After having done a critical care course and with the relevant clinical experience,
Linda believed that she took a short time io be able to independently care for an
intensive care patient that for example, had a ventricular assist device. She had never
had the opportunity to manage such a patient before. Furthennore, once eight of the
RNs had taken the opportunity to enrol in a course they believed that they had learned
so much that they would never look back.
In summary, professional education was viewed as experiential learning and
knowing that was on a continuum for these advancing specialists. Their continued
studies was the way that the advancing specialists pursued their professional
development. As Brenda claimed, "nursing education needed to be redefined because
the physical side of nursing has never gained respect." Furthennore, the outcome of
continual professional education in general and oftertial"'J education in parti(.'.u]ar, "we
will see quality nurses emerge":
Well I think ii has to come lo that because it's a developme11tll:O leaniing
curve for everybody. Nurses are 110 differelltfrom everybody else. Yo11
can't take the practicalness out ofit and you ca11't take the b1tellectual 011/ of
it. The problem is that they never really gave, and I have done hath things
(HBD and tertiary nurse ed11catio11), enough credit or respect to the
physical of it. So now it's bei11g redefined in a sense. And I think with that,
you'll start to get back the quality ofmirses that have that more mirt11ri11g

132

than the tecli11ical, wlllclt is another problem too. There Is a place for both.
But I think it .~lznuld he valid and allowed that people ca11 be both and be

equallyq11a/ified [Brenda/}.

Consumer Educntion
Consumer education was felt by the RNs to be well entrenched as a product of
society even though it came at a cost. As a consumer of education, IO RNs equated
themselves to being a customer, client or a purchaser of intellectual property that
included educational programs or materials or both. In addition, as consumers of
education by postgraduate students in Australia generally, and by nursing students in
particular, the RNs felt that they were considered equal partners to their lecturers/tutors
in the learning process compared to when they were first a nursing or undergraduate
student. As consumers of ANS and education, three RNs preferred programs that
enabled them to learn ,'.vil~in a group environment because they were immediately able
to "bounce otr' (Fiona) colleagues' ideas and solutions:
And you know their input is always valuable beca11se they may see exactly
the same situalio11 but view it in a differellt way. A11d you think "well I
haven't thought of ii quite like that" a11d that gives you more room to grow I
thi11k Or to follow the tangency and yes, I think externally because even
though you can make opportunities if the same people are doing the same
topic within your own area, that's very difficult to organise [Fiona 2].

As evidenced by the choices they had in educational programs, eight other RNs

however, did not raise the issue about programs that provided a group learning
environment. Ail but two RNs pursued part or all of their studies as independent
learners, without classroom contact, but on an external basis. Apart from one
participant, the RNs supported ANS education programs that encompassed
interdisciplinary education relevant to nursing, such as management. Consumer
education like a master of business administration (MBA) for example, was felt to
dovetail with interdisciplinary education including ANS and education.
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Enlightenment
Being enlightened or feeling enlightenment was an enjoyable outcome of the RNs'
learning and educational experiences. They felt enlightened because studying as an
advancing specialist broadened their interest in nurse specialisation beyond expectation.
\,
More significantly, their confidence inct'tased because they discovered new ways of
adapting and applying their field to health care and policy. As a result, they encouraged
others to take on studies. For example, one RN actively urged other nurses to undertake
ANS and education. At the same time he provided other nurses with contacts and
continually shared infonnation about educational opportunities as well as his personal
library with colleagues who might be interested in advanced specialist studies per se. A
second RN sensed enlightened when he was ready to forego trying to do everything as a
clinical nurse specialist. He discovered that he could narrow his studies relevant to
men's health. Eric and Brenda in particular felt enlightened by their passion for studies
in their respective fields of advanced practice that was research oriented.
Another RN, Megan, revealed how her studies had broadened her knowledge even
further and where once she had little interest, if any in politics, she had now changed her
attitude. Megan's understanding about politics, health care issues, education and her
work as a perioperative nurse were inextri::ably linked and she felt enlightened by her
expanding knowledge relevant to her area of specialisation,
Credentialling
Credentialling in nursing was an issue under investigation by nunes in Australia
at the time of da<a collection. The majority ofRNs believed that credentialling was one
means of developing and introducing a tool that was able to validate advanced practice
skills, Owing to their advancement in specialised practice it was possible that the RNs
would encounternurse credcntialling in their respective fields of practice. Six of the 13
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RNs favoured the introduction of nurse crcdentialling. Diedre was already involved in
the credentialling process on a biannual basis because she had a provider number in
conjunction wilh an accredited pathology department to obtain pap smears.
Andrew, Karen and Linda however, thought nurse crcdcntialling was unnecessary
because the acquisition of an academic qualification over a specialist skills based
qualification was desirable and better accepted internationally. "And I would rather say
to them (colleagues), look just go to uni and don't worry about the crcdcntialling. I
mean;what you gain from uni would be more accepted on a world-wide basis" [Karen
2]. Furthennore, another RN noted that Austrnlian nurses were not required to become
credentialled to be a professional nurse.
However, Eric, Megan, Fiona and Judith believed that specialist skills needed to
be crcdentialled but not enforced. Fiona admitted that she was not fully conversant with
the credentialling of nurses but would encourage the practice of updating of specialist
skills for those who volunteered to undertake specialist credentialling. After all, Fiona
believed that forcing nurses to undertake credentia!ling would "cause resentment,
therefore, more nurses will leave the profession". Similarly, Judith felt that other nurses
might leave their area of specialisation because they would feel threatened by not being
able to meet the required standards for credentialling.
This group of advancing specialists as participants was somewhat partial to nurse
credentialling, and expressed issues that needed to be seriously considered before they
or the profession decided to embrace the concept. Two opposing narratives were telling
about nurse cre~~ntialling as a possible tool for the validation of skills pertinent to the
advanced specialist nurse:

I think recog11ised skills need to be credentialled and I think advanced skills
11eed to be credentialled for d1e protection ofthe nurse. hid also to ide11tify
that a nurse has got these skills but as far as compelling 11iirses to get these
credentials I tltink we do a disservice to 11ursi11g by demanding it [Eric 2}.
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I agree with it In principle because that way you ca,1 t11m arou11d and say I
maintain tliis standard ofpractice and you can say I am a better employee
because I am accredited becaiise I have a) reached the standard and b) I
have mail!tai11ed !hat. But the questio11 is, ii will take time, it's al a cost.
And is there going to be a11y discrimination? And the question is how
many? ...... / think it is a necessary process because not everybody will
maintain a standard. And lo maintain a standard ofacceptable practice you
have to have an extemal body assess it. Technically we should be
accredited for our practice, 110 one comes and you know assesses our
practice! Perhaps that's where credentiallingcomes in [Megan 2}.

Limited Nurse Education
Four RNs voiced concern over thefoadequacy of nursing specific health care
issues during their undergraduate nurse programs. For example, Brenda remained
concerned about the lack of focus on chronic life-style problems in undergraduate
programs. Even though chronic illness was a significant social issue, nurse education
still focussed on acute illness that accompanied medical intervention and orientation lo
health care. Brenda felt that the nurse could address chronic, social issues with added
focus as an area of specialisation that warranted teaching and learning interventions as
well as collaborative research. Similarly, Olive had limited experience and knowledge
concerning mental health during her undergraduate program as a nursing student. She
felt inadequate with such a limitation oflearning experiences specific to mental health

nursing. To overcome this limitation, she chose to undertake a course and specialty in
mental health at the postgraduate level in the pursuit of in-depth knowledge and
practice.
Mega., indicated how difficult it was to encourage nurses to attend continuing
education days at her hospital. The nature of education offered was limited in duration
because staff would not attend unless they were paid to attend or that attendance was
during work time, She found this attitude by some colleagues frustrating because there
was no enthusiasm to participate let alone attend a session that she had prepared for
them. As a result, Megan felt that nurse education had its limitations.
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Because ofHelen's work in the remote areas, the many graduate or short courses
available were not tailored to her specialty. The knowledge that she required in
servicing the health care of her community needed to be broad but with an emergency
focus, such as managing a severe road crash victim and more information on
pharmacology. She needed to search for available courses that would suit her
continuing education needs and al the same time be useful and relevant to her area of
specialty.
Using Technology
The use ofa personal computer and the use of medical technology emerged as
tools that were described as beirg useful for eight participants during their practice or
studies. The remaining five RNs made no reference to their use of either personal
computer technology use such as the internet or medical technology such as
implantation of surgical isotopes. However, this did not necessarily mean that these
RNs found the use of technology to be abhorrent. Technology to the RNs was an
excellent source of communication, particularly for the three RNs working in the
regional areas. For the majority ofRNs, it was convenient as a resource learning tool
and saved time by being able to use email or to maintain a disk copy of documents
compared to the arranging of typing and posting of client documentation and memos.
Access to online medical seminars and the virtual conference for example, from
Toowoomba in Queensland to regional W.A. was fascinatingly useful. However,
teleconferencing for Fiona was not as effective for the purposes of professional
meetings with the ANF for example. Some RNs felt that professional discussions
between colleagues often required a face-to-face approach to be effectively considered.
Five RNs indicated that a large part of their research activity involved computer
technology and that problems related to their research could be easily and quickly
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communicated and resolved by communicating to their research supervisors by email
for example. Eight RNs indicated that they had a home computer or a personal laptop
or desk-top for w01k use. However, even though one RN could not live without a
computer Diedre's experience a:; a clinical manager over non-specialist RNs and
enrolled nurses was the opposite. Very few nurses were computer literate, particularly
those in the hospital rural/regional settings where she partly worked as a community
nurse. The nursing staff would "freak out" if they were required to use a computer in
the hospital. Similarly, Judith described the circumstances in the operating theatres of a

metropolitan hospital when computer technology was introduced for the purposes of

r~;-~;

and patient data infonnation. The nursing staff in the operating theatres in a

large metropolitan hospital where she worked resisted the initial introduction of
computers. Not all nun;es in her department were computer literate, however, Judith
conceded that the additional time required to enter patient data and surgical details at the
time of the actual surgical procedure was problematic for all nursing staff, including
herself. Furthennore, the resistance to the introduction of new computer te1:hnology in
the operating rooms was not necessarily related to a lack of understanding of computer
technology, but more to a change in practice. This would take time to resolve. Even so,
there was fiustration associated with computer technology when the system failed to
fimction completely or was slow to respond at the time of the patients' surgery:

I mea11 J can honestly say that I don't have the time sometimes to be sitti11g
011 a computer a11d you know jotting in numbers. Sometimes you ca11't even
tum on the computer because it won't tum 011. The screen won't work and
you Mow you can't log on a11d yo11 can't do this, and then when yo11 do, it
takes forever and you just haven't got time really. I mean you could be
cow,ec1i.'lg the diathermy and the suction and /lave that all ready by the time
thOf thinifstarts to go [Judith 2].

I,\
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In summary, the theme of knowing; experiential learning while advancing
identified the way that the advancing specialist nurses actively gained knowledge
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relevant to their chosen field of practice. They accepted consumt:r education as a

responsible means of advancement. Some identified limitations in their generic
education to enable them to proceed to an area of advanced specialisation.

Fundwnentally however, some RNs were enlightened by their continued pursuit of
ed~~ation. Education for them was a natural phenomenon that was also on a continuum.
It required some to achieve better outcomes by engaging in learning before embarking
on a course specific to their specialism, such as ICU nursing. It was pertinent for them
to share knowledge between all nurses and between disciplines to ensure best practice.
These insights therefore, provided a deconstruction and reconstruction of knowing as a
result ofthe RNs' profrfsional advancement relevant to ANS and education.

11

'

Sub.Theme 3: Maintaining Interdependence

Four categories emerged to describe how the RNs ensured an equitable level of
advanced practice that was interdependent. Working interdependently as health
professional did not undennine their self worth, but enhanced their ability to effectively
communicate with other health care professionals, colleagues or community members.
The RNs were able to maintain a level of interdependence while working and studying.
This involved their connecting and expanding with others, the generation of enterprising
activities that in turn created further personal or professional opportunities, and working
in collaboration that generated a working level of interdependence between health care

professionals. In addition their desire to maintain a sense of integrity while working ir.
an interdisciplinary or multidisciplinary setting ensued as a constant personal need.
Further analysis oftheir level of interdependence identified how the RNs felt that
there were lost opportunities when nursing colleagues either failed to pick up on an
issue or drive an issue relevant to their practice, Furthermore, the RNs' desire to
maintain their integrity was further highlighted by the subtle ways that each RN
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managed this desire such as mutuality in the work place, mutuality io their home, or
when they were simply acknowledged by other nurses and by the public for the work
that they did.
Interdependence
The majority ofRNs independently revic~cd their course options and patterns of
learning while some continually addressed their learning opportunities on a contintium.
The interdependence ofleaming reflected their desire to undertake postgraduate courses
that were empowering in nature. Leaming about complementary therapies as a
specialty such as meditation or healing touch for example were worth considering
because these enabled the nurse to be empowered as a professional. A specialist like

i)

Gail was able to interdependently provide psychosocial care tailored for the patient.

"

Helen suggested that her'inierdependence gave her the opportunity to work with
other rural nurses in a busier town on an annual basis. This was intellectually
sffiriulating. She gained knowledge and shared skills with other health professionals
including nurses and doctors. As an outcome she updated her nursing knowledge as
well as skills. The preference for learning with a group of peers in the critical care
course was a similar experience for Karen. Joint learning or learning interdependently
within a group situation was lively and therefore, socially interactive, Two more RNs,
Megan and Olive, related to their interdependent styles of learning by questioning the
practices of other health carers or supervisors:

The biggest thing I had problems with were, I called doctors by their first
name or if/ don't understand somethil,g or, I say, "well why are yo11 doing it
like that?" I questioned tl1eir practice. And I don't have a problem in WA
with all the doctors that I have worked with. But they had never come
across anyone asking them, why were they doillg that? Partic11larly a
nurse, ii was as though this hierard,lcal strncture, mirses don't speak like
that. They don't question. A11d I had an argume11t with one ofthe surgeons
about, ''.Yes you ca11 use this" and he said "wall why?" And I rattled offall
the statistics why. And he sort ofsaid ha was under the impression he
couldn't because he had bee11 told no he couldn't. But it was the power
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drills and lhi11gs, you know, locking nfsystems-in. And after that they
actually started to treat me with a certain amount ofrespect, Because I

actually had a11swers [Mega11 JJ.

Lost Opportunities
Evidence of lost opportunities was prevalent but varied as the RNs told of their
experiences as they advanced in their specialisation. Some lost opportunities were
through no fault of others, but due to their Jack of action. For example, at least two RNs
failed to apply for a health department scholarship to which they were entitled, namely
Carla and Olive. Both were disappointed in themselves for not investigating the
opportunities for financial support to undertake studies and were disappointed in not

applying for course funding in midwifery and mental health respectively prior to

commencement of their studies. Subsequent to course enrolment, both RNs applied for
funding during their studies and succeeded in gaining only partial funding for their
studies. Unfortunately, their earlier semester studies could not be paid retrospectively
because they had to make application for full funding on initial enrolment of their
studies.
Another RN described a lost opportun:ty when she reflected how shi: should have
undertaken nursing graduate studies years ago when in Edinburgh. Career advancement
in clinical nurse education as opposed lo management or education in the ICU was not
recognised in the university at a time that Karen contemplated advanced practice.
However, ifKaren had the self-confidence to undertake research in nursing, she could
have had a Ph.D by now. Instead, she delayed her studies. Nevertheless, she was keen
to optimise on future lost opportunities in the critical care setting, She currently assisted
critical care nurses to embark on exciting research because if they did not, someone else
other than a nurse would come and take over the new clinical projects within the
hospital.
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A certain degree of negativity emerged during the interviews because nursing
attitudes to caring for patients were distressing and therefore, a lost opportunity. For
example, Karen and Olive'~Clicvcd that unlike themselves, nurses were unwilling or
unable to adapt to change that improved on the way that nurses in the ICU or mental
health setting could improve on nursing practic~. These included their resistance to
adopt clinical indicators in the critical care sr.,llng or the rejection of therapeutic

,
...

interventions in preference to a custodial fonn of care in the mental health setting. As
Olive indicated, change for the sake of change was not in the bei;t interests of nursing,
however, because some nurses were set in their ways, Brenda and Olive believed that
other nurses missed out on more innovative ways to manage patients. Fllrthermore,
their resistance stifled the RNs' drive to change practice because they did not have the
support of other nurses in the department.
There was also a Jost opportunity because of the diminishing nurses' role by
psychologi:its and social workers, particularly in the mental health setting. Brenda felt
that the nurse's role as the patie_nt's advocate was Jost because the mental health profile
of patients was categorised under the principles ofmental disease. What was most
significant to Olive was that unlike her, many nurses did not see continuing professional
education as important. This precluded any opportunism afforded them and the
profession through further education,
Nurses' advocacy 011 behalfofthe patie11t has been take11 over by
psychologists and social workers wl,icl, arc at arms le11g1h to this stujftl,at
is importallt to the patient. A11d I perso11ally think <Jfpsychologisls as witch
doctors beca,ise they don't include motivatio11al stufffrom a motor 11euronal
perspective in their training. Psyclwfogists are 11otfamous i11 this area of
looking al what motivates the human spirit a11d so they hal'e this role and
then social workers take ol'er the role ofyou know the 1111/s and bolts out
there. A11d ofcourse the 1111rse has been more focused because of the ems
0111/re bedpan, on the biology a11d everything, a11d ill thal process !hey hm'C
lost their role as the advocate. And !hey are the 011es who are there 24
hours a day with the patielll. Yeah so I 1vo11ld say that it's bee11 severely
eroded a11d ofcourse that has also broke11 dow11 tlteir adl'Ocacy with /he
family i11 lhe 011goi11g lrea1111e11t ofthe patient because the social worker has
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take11 011 a lot ofthat role too, A"'I tlrey really don't ac/uaify have the
trai11i11g or the skills of1111dersta11di11g what moti'vates the huma11 perso11 to
ft/l /liat gap appropriately {Brenda 2].

Co1111ecli11g a11d Expa11d/11g

Connecting emerged as the way that the RNs related to other nurses and health

care professionals while advancing in their area of specialism. This occurred when an

"
issue pertinent to their practice was raised. Expanding related to how they used their
connectior.s in order to resolve common or isolating issues that they felt passionate
about. The RNs endeavom.:d to associate with others rather than alienate themselves
and therefore, isolate themselves in the work place. Their expanding approach enabled

· ~,

them to further extend their level ofinterdepcndcnce rather than risk curtailing their
advancement through their education,
Connecting with other health care professionals including nurse colleagues

II

emanated from 12 of the 13 RNs because this enhanced their socialisation with other
nurses. Furthermore, their inclination to network with community services through the
Silver Chain or community newspaper for example on the topic of suicide extended
their health care initiatives to the community. Others like Andrew, Brenda, Diedre and
Karen networked with a team of experienced nurse researchers within the university and
metropolitan hospital sectors in order to initiate research projects or further develop
their consultancy.

/Just bounced the idea offa couple ofpeople; offa senior nurse i11 the
departme11t, offthe director or tile co11sulta11t. A11d they said, yeah, it was a
great idea. A11d so I the11 taok it lo the departme/11, through the democratic
process, wrote au/ a draft, you /aiow, just a one pager, and put it ill the
con11111111icatio11 book a11d got feedback [Andrew Jj,
Furthennore, Diedre kept in touch wit'.l a nursing network because she could be
infoiined about nursing issues and senior nursing positions that were to be created or
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openly advertised. This worked ci:1remcly well when working in isolation, particularly
in the rural sector.
Brenda had multiple connections owing to her involvement in the Liberal Party
and representation on a community advisory committee to raise policy issues in relation

to motivational disorders and impuslivily,
Ami parl ofthe response ofthe petition ... is the form big ofa profcssio11a/
advi{Ory body, which has, Aboriginal Healrh, U11iversity of Westem
Australia Graduate School of Education and Psychiatry, Paediatrics,
Jrivenilc Health, PMH mu/ Community Nursi11g. And I imagine that I will
be an that professio11al advisory committee ... So while I'm doing a Masters
of Special Ed, it's really from a:,11urse's perspective that/ would see my
role .. , ... What I am trying lo say is I think there's got to be some fonim
wl,ere all n11rses !,ave lo collaborate with each other. Because yo11 see if
they don't do it at a governmellt departme11t level, how does a 1111rse who's a
specialist i11 ADD get across her s/11.f!to a 1111rse who's ill intensive care?
How does bei11g in ii/tensive care help the patient get through the night
when they are ADD? ... and so there !,as to be a point ofcollaboratio11
betwee11 the disciplines within mirsing because it takes 011 the whole life
span [Brenda 2).

Megan also told of how she was once encouraged to speak at professional forums by her
tutor in her area of ANS and education, only to reveal that since that time she did far
more work of an educational nature than she ever thought possible. Besides, the
opportunity to participate in organisational activities as an advancing specialist
increased. Each of these activities was resourcefully expanding for them and set up a
level of interdependence that was manageable and realistic. Gail, meanwhile, was keen
to use the expertise from other health care services or facilities such as colleagues from
a variety of incontinence services so that she could direct her clients to an alternative
service. Better still, Gail felt that she was able to gain infonnation that she may not
have at hand or was new to her.
The tangible concept of teamwork emerged because ofthcRNs' ability to connect
and expand as health care professionals. Teamwork occurred when a RN worked as a

!\

specialist nurse within a larger health care team as opposed to when a RN cared for
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patients on a w11rd. To the RNs, the team comprised varied health care professionals

such as health service managers ns health policy planners, physicians, surgeons, nurses

and social workers. The nature of teamwork was the connection between health carers
where joint planning and action actually expanded their practice. Six RNs indicated that

teamwork in the fonn of team meetings, was an optimal part of their work,
Furthermore, it wns pleasurable for five of the RNs to work as a team member where

expertise was shared, health care was cohesive, health care targets were achieved,
primary health care services for the mentally ill better effected, and health care to
patients overall was complete. Working as a team and being interdependent as a
specialist however, was felt not to be the same as being dependent or independent:
Being codependent (illlerdependent) would be quite conducive to OR nurses
because you've got to work as a team ifyou need them. Tech11ically, I mea/1
theoretically you should actually work more cohesively as a team. ffyou've
got too many indepe11de11t workers worki11g together it's a lot harder to get
them to work together. But the i11depe11de11t workers arc often more up
front, more q11estioni11g and arc mare ofa leader type i11 a team. So you
really need a blend oft/Jose types [Megan 2].

Being Entetprising
'\

Some RNs felt that they were enterprising because they dealt with common

'
nursing or community social issues in creative ways that had a positive outcoie. To
enable them to be creative, they did not necessarily view themselves as being ambitious
because of their advancement. It was more a case ofbeing eager and spirited enough to
pursue an issue interdependently but with a masterful degree of optimism and
confidence as they advanced in their areas of specialisation. Some RNs were
enterprising enough to negotiate a work place agreement like Andrew for example, that
enabled them to balance their studies or negotiate funding with their employer for
conference attendance. Diedre and Gail were prepared to either negotiate a balance
between their consultancy and work schedule or negotiate a time·share roster with an
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on-call facility to cover for n community service, Furthermore, Gail felt enterprising

becaus1:1 she pursued her area of specialisation in human touch knowing that work in her
area of specialisation was limited in a smaller Australian city such as Perth. She looked
for opportunities that existed in other states of Australia with the possibility of
beginning a practice in Perth, However, she first needed to pass the instructor's
component of her course, which she was to complete at a later date.
Being enterprising also helped Helen to combine health care practices while
shopping with community members that she otherwise may not have had the
opportunity to communicate with, during her surgery hours, about life style issues.
Karen felt creative in identifying ways that clinical nursing staff in the critical care areas
could be able to focus on a research project that was combined with their work schedule
rather than the staff having to undertake clinical research in their own time:
The budget is fairly strained but the best thillg to get people in the cliuical
areas doing research to me is to allow them time, maybe one aftemoo11 a
week that they co11ldfoc11s on. I know it's not much but then the expectation
Is that they do some work in their ow11 time a11d I think /hat ifyou are going
to say to them, Gary (the Co-Director, Critical Care Division) could
probably negotiate to get time offfor them, certain staff members. I tliink
it's an expectatio11 for higher levels but I thi11k level Is and 2s, it might be
good. I have suggested to Gary that the people doing 12-lwur shifls maybe
011 a study day if they are interested, could p11rs11e a research and that is 011
option that could come [Karen 2).

Furthennore, another RN felt that she was enterprising because she openly
confronted staff for mental health experiences that would present as a limited
opportunity to access. Olive therefore, negotiated with the appropriate staff for specific
community mental health experiences during her practicums. Otherwise, being less
than enterprising, Olive felt that she would probably miss out on sufficient community
mental health experience. On the other hand, one RN indicated that she was detennined
to openly demonstrate and be tested on her perfonnance as an advanced perioperative
nurse. According to Megan, it was an entrepreneurial way to say, "how good I run at
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what I do" ns an advancing specfolist. Being open to a challenge and having the
confidence lo negotiate engendered a trait of character that was felt to be enterprising in
nature, For example, Brenda attested to her enterprising ways as a consultant so that her
message concerning ADHD was widely communicated:
... they (small business proprietors) kindly donated their services and I went
into all the people that I shop witIt and that. 'I do11't want your money, give
me a box of stamps.' So I had boxes ofstamps being thrown al me. And
then /just got another guy to give me all the envelopes. So they were just

mothers (with ADD children) doing this stuff So I've got I JOO people
(people to attend a seminar 011 ADD children with Christopher Green as
guest speaker). They broke the fire regulations, and Christopher Green
looked at me and said 'a few mothers!' and that's how it started. So we
raised $17,000 [Brenda JJ.

Mai11taini11g Integrity

There was a strong personal desire by the RNs to constantly maintain a sense of
personal integrity as a nurse in their area of specialisation. To enable this to occur it
was important for the majority that they had the support of staff in their department or
that an acceptable standard of practice was maintained. Three RNs told why they
reduced part of their study load or why they withdrew totally in order to maintain their
personal integrity, Fiona and Gail needed to review the emotional impact felt because
of a death in the family and when Carla experienced an unexpected death of a patient,
before either RN was able to pursue their studies.
The stressors of life or events in the work place for the RNs at times were
overwhelming. They felt it was necessary to experience mutuality in the work place
and with family members, and to be acknowledged for their efforts to provide nursing
care while undertaking advanced studies. For example, work in the rural areas
demanded update of skills and knowledge and the maintained respect with members of
the community. Thus Helen adopted the practice of writing letters of thanks to key
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community members for their support of the nursing and medical services. She also
conveyed letters of thanks to the shire members in the local community news.
Another RN in the rural sector indicated that because she had a financial

motivator in the fonn ofa health department scholarship to c~mplctc her master studies
in critical care nursing, she had a duty to the people that provided her with the
assistance to study. Fiona, at the same time, maintained active membership of the ENA

to ensure update ofthe latest skills and therefore, credibility as a critical care nurse.
More telling was the sustaining of patient confidentiality. This encompassed a

RN's level of integrity that was readily challenged. For example, Helen was adamant
that her immediate family members refrained from discussing clients who visited her
surgery:
I don't talk to my family about it. They're disgusted actually, even my
husband gets mad at me for not saying yau know, 'who was it?' And I said
}'ou know ifyou really want to know you can go outside and have a look
what car but you !wow I am not at liberty lo give you that infor111atio11.' He
said 'it's only to take care' and the11 he stopped. 'And when do I know you
are going to go d(IWII IO the clrtb when you have had a beer or so a11djust
me/Ilion a name you know it'sjusl 1101 011!' And I know mum used lo even
say when I was livi11g at home ... she would say 'for goodness sake stop being
ridic1.1lousl' But then agaitl when we had people around and 11111111 would
say, 'oh yes she's very co11fide11tial you won't get anythitJg out of her" [Helen
2].

The RNs from the metropolitan perspective were equally desirous of maintaining
their integrity. When Andrew discovered he had gained a promotion in his department
for example, that was advertised externally, he canvassed the confidence of the staff in
him as a clinician before he agreed to take the position. He learned later that his
promotion actually lifted the moral oft he department, mainly because the nursing staff
learned that Andrew was successful in gaining a promotion as an internal applicant and
not from outside of the hospital. As a result, Andrew was pleased that the other staff
felt more confident about applying for a promotion as they were offered. Nevertheless,

having consulted his colleagues, his integrity remained intact. Similarly, Brenda was
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invited to publish an article in the United States of America. This particular article
however, raised sensitive issues specific to Aboriginal health and leaming disabilities in
Australia. For example, from the Caucasian perspective, Brenda revealed that a claim
was made that the majority of Aborigines suffered ADD. In respect of the Australian
Aborigines, she refused to publish the article because to do so would be disrespectful to
the indigenous population and of their way of life that differed from the Caucasian
perspective. She felt that any disrespect for the Aborigines would undennine her
integrity as a consultant and researcher.
Mutuality and Being Acknowledged

'\:

\\·.

Mutuality in the workplace reflected the way that the RNs felt inclusive of other
health care practitioners, including their peers. They con'sidered other health care
workers as partners so that they could share knowledge. This reciprocity was a sense of
mutual reliance on information that was ofjoint interest. J.s a result, they felt
I'_.

acknowledged for their part of the exchange, which in tum provided them with a degree
ofjob satisfaction, Similarly, the mutuality was extended to their lives at home with
their partner and family members. That is, seven RNs believed that they gained a
consensus from their partners when making decisions about their work or to proceed
with their studies. They felt that there was no doubt that the time spent studying and
working impacted on them as a family unit, therefore it was vital that they had the
mutual acknowledgment to become an advanced specialist nurse,
One RN recalled the mutuality between himstlfond h_is_t~c_turers during his
postgraduate studies in men's health, This afforded him an ongoing mentorship that he
desired. Besides, he was paying a large amount of money to be studying, so lecturers
should not continue with the pedagogical style of teaching for advancing specialists. At
the same time, he was considerate ofthe working relationship with his nurse colleagues.
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For example, there was a need to maintain a sense of calm and be supportive of nurses

working in the ED for example, owing to the level of patient acuity and intensity of
work that the staffregulnrly experienced, Being an ED nurse, the RN had to deal with
members of the public who were verbally or physically aggressive toward them because
some patients presented to the ED with complex social problems such as alcohol abuse
and domestic violence, Andrew felt that management staff in the ED had a primary
responsibility therefore, to safeguard and support )he clinicians. Furthermore, even
though Andrew was happy to negotiate a work place agreement for himself, he claimed
that the profession must protect the greater number of nurses who may not be able to
negotiate a salary or conditions of service for them.
Mutuality was also linked to the way that some RNs believed that equal
recognition of academic skills and clinical skills provided for a natural balance?[
staffing expertise in the clinical settings. The way that the balance was maintained was
through open communication and the sharing ofi'.nowledge during the delivery of care.
:,1

For example, Judith experienced work with surp;~~ns who valued her opinion because
they prescribed treatments based on her sharing ofknowledge of patient events.
Similarly, while in the operating theatres, the surgeon was accepting ofinfonnation that
Megan shared, Megan often guided the surgeon to select an orthopaedic implement that
was deemed statistically better for the patient over another. On the other hand, another
RN referred to the natural phenomenon of the number of leaders and followers in
nursing. Eric felt that there were those who were enthusiastic to research, but it was a
~alter of creating a balance and mutual recognition for the work that the skills based
nurses did:

There are various stages ofpeople's experiences and skills and there are
leaders and followers. And I think that that's maybe a huge outer bland
statement but more specific to me I think there's a11 issue of we need to have
visions to befollowi11g, people guiding that vision, people s11pporti11g that
vision. And also a lot ofgroomillg and developing going 011. So I think that
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/11 its ow11 way it causes hierarchies that are 110/ desig11ated. There are
certain people that are 11a1urally capable ofbeing left to their 011111
s11pervislo11 who will e11thusiastical/y research and study and be competent
at all times [Eric 2].

Yet optimal mutuality was only achieved between like-minded people. For
example, Gail felt that job sharing of her community nursing responsibilities with
another colleague was beneficial, only because she and her colleague had similar work
patterns. The similar practices of two nurses who were able to provide care that was
equally acceptable to their long tenn clients was a point in question. Nevertheless,
Karen believed that the doors opened for individuals who wished to pursue advanced
practice ii'ihey w:il"c "prepared to give a bit of yourself." The decision to undertake
advanced studies in critical care resulted in mutual recognition for Karen and Linda, for
example, when employer support to attend lectures and gain appropriate experiences in
the clinical setting was maximised. Furthennore, people were willing to help each other
to care for patients in the ICU, and the continued teaching by all staff was felt to offer a
far better environment in which to work. In addition, the arrangement of rosters
between the nurse and manager offered an added sense of mutuality for seven of the

RN,.
Similarly, Megan felt that the perioperative nurse who advanced in his/her area of
specialty required management skills to negotiate differing experiences as a manager or
clinician and therefore, opportunities to advance. She felt that this demonstrated mutual
recognition by line management of her advancement. In the rural sectors, the doctor
was open to a Helen's suggestions ofhealth care management and services in the
regional setting. In response, the doctor shared infonnation and supplies of
phannaceutical agents for example, because he was aware of Helen's nursing
boundaries regarding prescribing rights, or to Dicdre's access to a health provider
number for patient services.
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Further mutuality was felt by actively seeking the rapport and therefore, respect,
or children and teachers in the community when Helen provided voluntary health
preventive sessions at the local school. Furthcnnorc, Helen thought it best to advise

fanners about their consumption of alcohol when she attended to them out of surgery
hours to seek treatment for a wound. She was concerned about their general health
status because they were inattentive to the adverse effects of alcohol consumption when
taking antibiotics. She made it a mutual effort to treat the farmer at a time that suited
him, She believed that the fanner Will'_ ~ess likely to drink alcohol in conjunction with a

prescribed antibiotic. Therefore, both client and nurse were able to maintain their
overall integrity and mutual respect for each other:
..you know a lo/ offarmers will come in after hours lo have dressi11gs done
or whatever and I feel well ifI do that for them then I've got over them and
they'll have to do somethil1gfor me. A11d it might mean that they are less
likely to drink with their antibiotics ifI sort ofput the hard word 011 them a
bit ... Oh well ifI give them antibiotics, I've sort of done somethingfor them
maybe they can do something for me ... (such as) reduce their alcohol ii/fake
over the weekend while taking the m1tibiotics. Or you know, st11.ff like this,
you make it work/or you ... Yeah, well I do11't t/li11k it's the inlellect, I think
it's just a mutual agreement you know, it':; very much bush nursing [Helen
2}.

Being Acknowledged
Sustained mutuality in the workplace was conditional. The proviso was that other
nurses acknowledged the RNs for the extra effort that they made to advance in their
practice. The experience of mutuality was achieved if they were simply acknowledged
by others, particularly their peers or managers and to a lesser extent, by their patients.
As an outcome, Carla felt that she gained additional job satisfaction and was able to
provide a more appropriate standard of care. For Andrew and Brenda, the outcome was
that they felt greater involvement in the nursing profession because of their input into
their area of specialisation. Acknowledgment was in the fonn of peer recognition and
respect for nursing care rendered in the department or community, being seen as a
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reliable source ofinfonnation and invited to write an article for schools and publish, or
being contacted by community leaders or lay people foi- advice. Being acknowledged
by management with an offer of funding support for their studies and a negotiated roster

to reduce their workload without undermining their current contract of service, were
additional factors. Four RNs were pleased when offered a promotion by their employer,
offered additional secretarial support, and when peers were genuinely interested in their
research study.

,,

·-other RNs found it satisfying when for example, Fiona found that other health care
professionals such as the social worker responded to her ideas as being useful,
particularly for patient services related to triage. On the other hand, it was significant to
one RN when she was not only invited by a university to continue with higher studies in
a masters program, but also acknowledged by her peers for her excellent presentation
style during hospital education sessions. Furthermore, the invitation to attend meetings
and write in the hospital newsletter was another form of acknowledgment that realised
mutuality in the work place and contributed to maintaining Karen's feelings of integrity (:
and ultimately, her interdependence:
..• and /find that doing the course, I've done a lot oflectures, lots of
presentations i11fro11t ofa mriety ofpeople but the thought ofsta11di11g up ill
fro11fof a microp!,one..• 0/i, I will get better, because I had to do it at uni
and I used to he a ner11ous wreck. Whereas the last 011e I did it was 011
something to do with dialysis and it was a11 hour lecture or presel/lation,
and I usedpowerpoint because I learned that. Of course nurses are nlways
very impressed with that ... and the girls who organised the study day came
up arul said, '.You've got mar11elo11s prese11tatio11 style, you're so relaxed and
laid back when you talk.' Whereas before it was so dam11 hard whereas now
I e,ifoy doing it and you do learn a lot from doing presentations [Kare11 l].
You know they go, 'how long have you been in ICU?' And I say, 'six years.'
And they go 'oh?!' Aud I get you know the jaw drop ...particularly with the
promotion now, They've said, 'did you get that?' And they don't mean that
as an insult, they just mean that they didn't realise the 0111011111 ofexperience
that I had. Now that they're all getting to /mow me, yes, a lot more people
are comi11g and asking me questio11s, seeking me out [Linda 2).

1
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Conclusion
This chapter discussed three of the five sub themes that emerged in Part A. The
three sub themes identified the participants' choices in undertaking ANS and education,
their ways of knowing and experiential learning that they accrued during their studies,
work and personal life styles, and how they maintained interdependence of practice as
they advanced in specialist practice. Chapter Six continues with the completed
reconstruction of the remaining two sub-themes that metaphorically describe 'the way
through the labyrinth'.
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CHAPTER SIX
RN Profiling and Meeting the Crossroads
Introduction
This chapter explores the way that the RNs balance their professional and
personal profiles, and how, while advancing, they meet a crossroad. These concluding
sub-themes were revealed when the RNs' felt a fresh understanding about their
advancing profile and restiltant pathway that they took because of their change in
direction. Arrival at a crossroad indicated the final direction of specialism that the RN

embraced. These findings illustrate the concluding analysis of the movement toward
ANS and education in its entirety, by the participants.

Sub-17ieme Fo11r. Profiling: Visualising a11d Situating Self

The RNs l"Cvealcd how they needed to balance both their professional and
personal profiles so that their professiona1 and personal lives were workable and
therefore, satisfying to th1mi. By profiling, they visualised and situated themselves as
0

advanced specialists. This allowed them to create opportunities to picigress in their area
of specialism, to persevere with their advancement while working in a bureaucracy, and
for a rCW, to recognise a difference in experience between the delivery of health care for
the private and public patient.
The RNs created a professional profile that emerged as a legitimate collective
profile. In other words, the RNs believed that nurses, other health care professionals
and members of the community visibly saw nursing as a profession only when
collective profiling was evident. For example, when nurses from all fields rallied on
health or industrial issues together, they gained media and public attention. Conversely,
being collectively invisible to the public was abhorrent to the RNs. For example, an

!,(
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individual nurse was rarely acknowledged in the media for his or work 11s a nurse. Their
public invisibility made them feel collectively undervalued, especially owing to the
enonnous workload that all nurses endured. However, being collcclivcly visible as a

specialist nurse cn~urcd the RNs with a nursing profile that was productive. In other
words, the RNs' momentum to pursue advanced practice was warranted because they
felt that they encountered public visibility as a professional group of nurses. Some RNs
in this study however, felt ambivalent about nursing issues that were often problematic
to other nurses and professions but not to them.
Creating Opportunities While Advancing

The RNs actively created and maintained an awareness of opportunities around
them to add to their nursing profile. Five RNs examined new ways of implementing
better practice while six responded to openings relevant to their area of specialism so
that they could better position themselves for advanced employment. For example,
Judith told ofhow she wanted to teach pcrioperative nursing. She constantly reflected
on her prior practice and how she could do better by undertaking advanced
perioperativc nursing studies. She a]sil took the opportunity to continue her studies
while overseas and at the same time be with her husband because his business often
necessitated periodic transfer of his work from one country to another. Examining ways
to improve her chances of being a teacher in the operating theatres and taking the
opportunity to transfer her studies while residing in a new country was a positive move:
This is a real challe11ge tryilzg to do it this \\'aJ' (studying in tlie Pflilippi11cs)
so acliievi11g my goal a11dfi11islting my postgrad studies are really good. My
ultimate is basically to be able to teach. I'd like to teach clinical aud
theatre. If we act11ally go back to Port X. I look ar thi11gs and say that what
happened to me, 1 ,ion't !mow what's happened to other people, so what
could hai·e I do11e better.. ,and / thought okay this is what J wa/11 to do
{Judith 1).
1\
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Owing to the critical shortage of nurses and of advanced specialist nurses, it was
opportune that all nurses seriously reviewed work place agreements and nurse education
from the undergraduate level. According to Andrew, the situation with the nursing
shortage was so bad, that it was timely that the nursing profession took the opportunity
to consider a reversal of nurse education back to the apprenticeship model of practice:
... whe11 it (work place agreement) was first introduced there was a lot of
slack that could be braug/Jt up. But I don't believe that's the case a,iymore.
ft does,z't stop people from co11tinually exami11i1Jg what /hey are doing which
is probably what better practice is afl about. You k11ow stopping and
looking at what yo11 are doi11g which ca11 mean reverting back to what you
did 20 years ago because that model might now be the righr one to operate
with now [A11drew 2].

At least six other RNs created opportunities while they were working to pursue
their area of interest. For example, Eric looked for the opportunity to move sideways as
an advancing specialist while waiting to progress his career in order to pursue his
interests in men's health. Eric worked with male patients who were being treated for
cancer. He waited for the opportunity when a role model or a sponsor for example
would trigger his move sideways. Instead of caring for cancer patients in general, he
waited for the opportunity to provide specialist care for men who fell ill with canc.::r.
Being a nurse specialist in the hospital ward was one thing, but as a consultant, he
believed that he could reach out to men in the community that generally resisted any
preventive health care measures. It was too late if they had already contracted a disease
such as cancer or coronary artery insufficiency. He wanted the opportunity to enable a
change of male lifestyles so that they could combat chronic or acute ill health before the
onset of a severe illness such as cancer:
I'm looking for the right wizy to go. But I do11't think /here is a right way. l
ll1i11k I need to remain open, look for the opportunity a11d perhaps yo11 know,
grow where I'm planted. l happer, to be here (oncology ward) at the
moment, so maybe this is w/!ere I need to develop and do the best I ca11. 8111
I can see how doing the alcohol and dnig misuse course, doing the me11 's
health trai11i11g. I ca11 now start to see that well these arc some ofthe areas
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t/Jat J ca,r ,ww move along. I do11 1t ,recessarily move up. I just !iccm lo he
moving along [Eric lj.

Diedre valued her years of experience, expertise 2nd qualifications to promote the
health of individuals of the same gender as her. She found the opportunity to join with a
male GP practice to provide a dedicated women's regional health service as a nurse
consultant. "I'm a more mature lady, I've had the qualifications before I got here. So I
just needed the opportunity to be there. Like women's health .. .l'vc always had that and
done that, so I needed the places". Similarly, since Olive had undertaken her studies in

mental health, she told how she took the opportunity to make a "positive change" to her
career while Gail seized the opportunity to take on a consultant role to a wider
community of persons who were disabled. Instead of following a reactive model to
disease and illness relating to clients with spina bifida for example, she took the
opportunity lo be proactive. As a community nurse consultant, she created strategies to
enable those with disabilities lo live independently with community nursing backup.
Gail stressed that she could visit patients rather than have them hospitalised. She could
assist clients in their home to jointly solve problems before their anxiety levels peaked
rather than allow them to be dependent upon medical assistance based within an
institutionalised framework of care, such as a large teaching hospital or nursing home.
From another perspective, Karen took the opportunity to present a paper at a
national conference with a view to publishing the paper as an article in a journal.
Meanwhile, Fiona revealed that she did a specialist course of study because it was not
only filling with the nursing profession's desire to elevate the profile of ED nursing in
the rural area, but would also be the best opportunity for a promotion.
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Perseverance: A Way to Maintaining a Profile
Four RNs persevered with their specialised work and studies. They felt that
having the perseverance to continue with work and studies would ensure. them a
.. professional profile that was not only public, but also meaningful to them. For example,
Brenda wrote numerous letters to parliamentarians or departments to spread issues to
,;'iLe community and to other nurses surrounding her field of interest and practice. Her
perseverance was remarkable because she continued to pursue communications within
the public arena even though she received little fonnal response. The writing of

numerous letters to organisations and parliamentarians resulted in just one supporting
response from a civil servant. Furthermore, a senior nursing manager of a major
hilspital she visited, showed a negative response to her expressed concerns about people
with ADHD. Brenda was concerned that nurses working in hospitals were not aware of
ADHD. Nor were senior nurses interested in knowing about ADHD and the relevance
to health care of individuals that were hospitalised.
Another RN was equally persistent. For example, Diedre decided she needed to
advance her knowledge and undertake a distance education course in mental health
because she was convinced that it was relevant to the current health ofindividua!s in the
rural community in which she worked. Her employer however, was sceptical about the
relevance of a mental health course to nurses let alone, to community nursing.
Therefore, Diedre was denied any employer support such as time release to attend an
assessment related to the course, scheduled in the city some 250 kilometers away. Even
so, the lack of employer support did not deter her from undertaking the course:

I did (apply for support), but they weren't sure that this course I was
studying had 11111ch to do will, my job. And that's not fi11111y. 'What's it got
to do with nursiug?' they said. So I persevered anyhow. I new it had a lot
to do will/ nursil,g {Didere 1).
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The RNs' perseverance to succeed us specialists was intrinsically motivated.
Diedre, Fiona and Judith were three RNs in particular who viewed their advancing
profiles as "intrinsically driven". Even though Fiona had a negative attitude because of
her recent family setbacks that impeded her progress, she kcpl reminding herself that

she needed to continue with her studies. She owed it to the profession, to the
scholarship provider, and to herself. Similarly, Judith told of her perseverance from the

perioperativc nurse perspective. "You have to want to do it because nobody else is
going to help you get there". This was an indictment of a specialisation that was bereft
of specialist pcriopcrativc nurses. According to Judith, her colleagues and to a lesser
degree, management offered no encouragement for the pcrioperative nurse: to gain
advanced practice. In spite of this fact, Judith's perseverance was indicati.ve of her
persistent profiling as an advancing specialist.
Nursing Care of the Private Patient
The profile of the advancing specialist was blemished or enhanced when the RNs
compared the way that they delivered care for the patient in the private health sector.
Carla, Megan and Olive experienced tenuous circumstances that could have hindered
their advancement as a specialist while working in the private sector. For example,
Carla felt despondent about working on the private ward of a co-located hospital
because the expectations of the public and private patient varied significantly.
However, Megan and Olive felt that work in the private sector allowed them to enhance
their specialist profiles. As a perioperative specialist in the private sector Megan argued
that "in the ~rivate sector you basically have to be able to do everything if necessary."
This requirement ensured that the advancing perioperative nurse was able to apply
multiple skills such as positioning the patient, circulating, scrubbing and assisting the
surgeon, as well as helping the anaesthetist as required, rather than employing a
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technician ns an additional surgical team member. The down side to work in the private
sector was that there was no team teaching between the surgeon and the pcriopcrativc
nurse. Unlike pcriopcrativc work in the public sector, Megan was severely restricted in
her teaching to new pcriopcrative nurses during a surgical case because the "surgeons in
the private sector did not like it." This minimised the learning opportunities available to

the nurse working in the operating suite and the teaching profile of the pcriopcrative
nurse employed to care for the private patient.
Professional Profile
Professional profiling related to the manner in which the RNs shaped themselves
as a member of the nursing profession and presented themselves as a leader in his/her
workplace. They discussed issues that were pertinent to their specialty through their
professional organisations and ensured that the community was aware of the work
involved as a specialist nurse. Professional profiling that was public, was considered
vital because withp11t a nursing profile that was made public and effectively
co~"U11unicated to the public, information was often distorted in the workplace. Worse
still the media and the public as a whole could easily misrepresent nursing as an
unknown identity.
Ten RNs referred to postgraduate nursing qualifications or involvement in nursing
research as the way to increase the profile of the specialism and the profession. It was
helpful if an advanced specialist nurse had a master degree so that slhe could speak with
other professionals on equal terms. Eight RNs urged the engagement of dialogue with
colleagues and other professionals. The dialogue through professional or community
organisations ensured that the public was made aware of health and nursing matters
through the visual and printed media. Letting the public know about an issue that was
of concern to nurses as a whole brought about professional credibility:
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There's probably a lot ofprofessional snobbery or whatever that goes 011,
011d so by atte11di11g a tertiary i11stiflltio11, it hl'ings 011 some professional
cretlibility. To e11gage in dialogue with other professionals, is probably
quite importallf. /l's probably 1mforf1111ate that ii lws to be that way. But if
you want to be able to speak on equal terms with a 11euro-surgeo11, if it helps
you to have a masters after your name a11d ii helps to deliver a heller
service, the11 you know, lets go/or ii [Andrew I}.

Furthcnnorc, Judith stated that "we need to believe in our top people who arc
trying to help the profession" and to do research because, as Karen said, if"we arc
academically inclined, it will be a better profession all round." Karen also indicated that
"research was vital for the future of nursing and patient care". Any evidence of RN
profiling in the public arena was made apparent by written publications and the tertiary
qualification gained by nurses within a university:
Well I'm publishing, I'm researching, I'm still seei11g clients on a private
basis. I'm involved i11 writing a chapter in a book for Mary Smith 011 ADD
and women a11d the special issues involved there. I have had a lot of
recognition ii! the last 6 months for my work [Brenda 2}.

The majority ofRNs indicated that being involved as a member of a professional
organisation as they were, impacted on the way that they cared for patients as a
specialist. This was because they could pass on clinical updates and other infonnation
to their workplace. The RNs from the rural or community perspectives were no less
active in their professional profiling. Membership of professional groups for Diedre,
Fiona and Helen, such as the Rural Reference Group, the Emergency Nurses
Association, and representative of the Health Consumer's Council respectively enabled
issues lo be openly addressed within a public forum. For example, Helen was perturbed
when she learned that members of her community were ill infonned about a proposed
change of health care service structure. The public resisted the change, but needed to be
made aware of all the facts before they made a decision. She enhanced her professional
profile when she spoke in a public forum:
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It (the rural Cou11ci/) meets quarterly. A11d IJust sort of!,ad a bit more
information 011 MPS1 (M11lti-Purpose Service Centres) t111d how they work
a11d are being set up lhrougho11t the State and you know, we (the people In

the township) were going to be secure j111anclal/y a11d we were goiilg lo be
better. off. A11d I saw at the end, like I gol 11p and sort ofpleatled with the
conmumity that you know, at this public meeting. I thought 'I can't believe

,J'm doillg this, you know I ca11 1t believe /'111 acliwfly doing this/ Where's this

co111i11gfrom?' /felt I'd sort of stepped 011/ of111yselfa11d become this person
that I never knew I actua/fy was [Hele1J J}.
Being Collectively Invisible
There was a downside to the way that the RNs procured a professional profile that
was made public. The RNs referred to the undeivaluing of nurses and of nursing in
general as a profession. Not withstanding the arduous and sometime dangerous
workloads that nurses overall were expected to bear, being collectively invisible and
undeivalued by the public or even by other nurses, dampened their professional profile

as a specialist considerably. Being employed by another health care professional for
example did little to enhance the visible profile of the nurse. There were very few
specialist nurses like Diedre who was an accredited private practitioner:

111ere is 110 other 11urse i11 Western Australia who does tlu;i except a m1rse
in Ma11d11rah, whose husba11d is a GP. And the only other nurses doing pap
smears are in remote areas, and they're employed by a health service. And
the others, as I used to work in Perth, are employed by wome11 's health
centres or by family p/a11ni11g. So, most of these 1111rses who are doi11g what
I do, are employed by somebody else {Diedre I].

At least nine RNs openly declared that they were invisible to the public as a nurse.
):Vhile nurses were employed in schools for example, Brenda felt that the school nurse
as a specialist did not use his/her child developmental assessment skills to identify and
refer children with possible learning disabilities. From Brenda's experiences, it was the
principal of a school who considered these skills outside the realm of nursing practice.
The principal did not use the services of the school nurse, but devolved the
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responsibility to the parents, school psychologist, or medical doctor if and when a
teacher recognised child misbehaviour was linked to a learning disability.
Other fonns of invisibility of the nurse were noted when no one in the community
understood what a remote area nurse did or because there was no prominent political
nurse leader who could act as a mentor for other nurses. Furthennorc, a nurse was
usually employed by someone else to enable him or her to treat individuals under the
national medical rebate system, while every day nursing activities such as provision of
comfort, were not visible in the ED because these were not documented while the
patient waited for a medical diagnosis, The implications were critical to the profile of
the advancing specialist:

A11d we have had a 11umber ofinsta11ces lately where people have writte11 a
letter with a co11cern regarding treatment so you pull lhefile out and look
a11d we look and there's nollii11g there that shows what 11ursi11g care has
bee11 provided [Andrew 2J.
From the metropolitan community nurse perspective, individuals with a disability
checked with their doctor rather than the community nurse. The judgment that was not
considered by patients in the community however, was that the nurse might have been
the best person to deal with these matters:

Oh God I think nursing needs its profile elevated. I really do. I see us, I see
nurses as making such a,1 amazing impact 011 the health system a11d getti11g
no recognition a11d that's not even in a sad way. That's just the way ii is.
The nurses that I talk to that go to work and do what they do. And the
people who say that the nurses are the best and really mean it, yet in the
real sense out there in the real world, 1w it's 11ot. [They will say}, '11o}will
go and c/Jeckwitli my doctor' [Gail 2),
i(__ _

Being Collectively Undervalued and the Demanding Workload
Nine RNs described nursing work overall as undervalued by the health
bureaucracy in which they worked, by other professionals and by other nurses. For
example, the RNs felt that nurses who were not specialists were not involved in the
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running of a hospital. According to Diedre they did not understand the "bigger picture"
concerning the health care system. After all, both Judith and Linda folt that many
people still saw nursing as minimalist owing to the poor recognition of the skill level;
A lot ofpeople see nursing, whenever I say il or tell someone that I am a
11urse they think that all I do all day is hand out tablets and give people /!
urinals or pans. And the11 if they find out that I work ill ii/tensive care, afl
, they think I do is write down observations, whereas for me nursing is both of
those wilh everything ill the middle [Linda 2),

From Fiona's perspective nurses were undervalued, particularly when advancing
in a specialisation. For example, management obtained nursing expertise very cheaply
when the experienced nurse was employed at a lower incremental level for the duration
of a specialist graduate course, Furthennore, five RNs perceived themselves and nurses
overall as undervalued in tenns ofremunerat.ion for the workload they maintained, As
Carla indicated, even a RN that studied and graduated as a midwife gained no extra
remuneration over and above the generalist RN. Meanwhile, other RNs in this study
identified the way that nurses undervalued other nurses. Three RNs believed that nurses
abused one another or in Eric's experience, competed between themselves for
recognition and aut~ority by other health professionals, primarily the doctor. "One of
the issues on the ward that was causing one of the most frustrations was individuals
having a good rapport with the doctors, getting the infonnation required and
maintaining and using it a,gainsl another member of stafl'' [Eric 2].
In terms of the nursing workloads, four RNs.felt that the long hours ofwork and

unpaid overtime were arduous, particularly for the advancing specialist who was
studying. Furthennore, excessive periods of being "on call" for Judith and the long
hours in balancing child rearing with full time work and study for Andrew, Fiona and
Karen, were indicative ofhow these RNs managed a professional profile that needed
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them to strike a balance and often undermined their advancement as a specialist. Apart
from herself, Karen was concerned when she encouraged a colleague to undertake a
research project, knowing that the nurse was expected to manage a busy workload:
Especially the girls i,1 the burns u11it are very very hard workers. A11d they
do this (research project) 011 top of their work. And they are kee11 and
whenever you ask them to produce something they always produce it, but
God they have tried so hard. But I can see thClf this girl's carotid
endarterectomy, she's a nurse manager on one ofthe wards and she'.s- so
,,, stressed trying lo do this research plus trying lo maimain her managerial

load as well [Karen 2].

ii'

Il

Legitimate Collective Profile

'

Some RNs supported the expansion of other specialists' roles and folt encouraged
when their roles were extended beyond the generalist RN role, The extension of their
roles added to the legitimacy of nursing that had a collective and cohesive profile. One
example included the promotion of Andrew as an executive member of the ENA.
(,

Through the executive membership, an advancing specialist such as Amlrew was
encouraged to make public statements concerning nursing practice in general in the
visual and written media. Other RNs like Fiona, Linda and Karen believed that their
collective profiles emerged when a department was recognisable by its staffing profile.
For example, the experience for Linda and others in the ICU was uplifting because other
"nurses seek you out". This added to the visible success and collective profile of nurses
who advanced in critical care nursing. And Fiona reported that the skil\ level of nurses
in her ED was considered high because the majority of staff had recently attended and
completed a trauma course. This added to the collective profile of the department:
·~'/ have done two illteniationally recognised trauma 11ursi1Jg co11rses wilhi11
the last 12 months as well. One is the tra11ma 1111rsing course from America
nm by the Emergency Nurses Association ofAmerica, And the other one is
the paediatric trauma course a11d both ofthem, I'm 11ow a certified
practitioner in this. But yes that's things that we have been doing. There
wasn't a lot of11ew i11formatio11 ill those so perhaps we have got to the level
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where we are classed as (practitioners). And I say we because most ofthe
people ill my departm1mt ·are in the similar skill level and lliey have got ta

t/,'at level [Fiona 2].

Finally, the collective profile or the nurse was given credence if one was a
postgraduate student. This may have been the reason why the majority ofRNs felt it
compelling to advance. Olive fell that "ther;; is a lot more respect (by multidisciplinary
health carers) as a postgraduate student." Meanwhile, two other RNs suggested that
they procured a collective profile by being politically aware or worked with politically
prominent figures such as the doctor in the Naltrexone Clinic, Six other RNs felt that
their visibility and collective profiles as specialists was enhanced because they shared
their knowledge with other nurses or included leVl"I l and 2 nurses in developing
research
,, projects specific to their clinical areas of practice.
Conversely, Olive was convinced that because nurses were the patients' advocates,
they already had a legitimate collective profile. For example, as a patient advocate and
as the principal liaison person working within a multidisciplinary mental health setting,
the nurse was seen as a part of the team and therefore, visible and valued. Similarly,
Karen and Judith respectively felt that medical staff in the ICU and the medical
consultant in the operating theatre valued them because of their advancing practice and
knowledge:
Oh I think that tliey know tliat they go to uni but I do11't think that they
realise that a lot ofthe staff actually go on further than that. And as they
always say you kt1ow ... it was 16 ofus that were 011 seco11dme11t from ICU at
one stage and tl;,e doctors' comments were 'well aft ofthe best staff have
gone and left th'.~ unit and go elsewhere' [Karell 2].
·'

"
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Personal Profile
Personal profiling was conceptually different to the way that the RNs maintained
a professional profile. It was not about the RNs being ambitious, but more as
establishing a profile that an advancing specialist could adopt. The way that the RNs
sought a higher nursing position for example was interpreted as a personal achievement
and therefore, a way of establishing a p:rsonal profile. Professional profiling on the
other hand referred to the way that the RNs and others coll:ctively viewed nursing in

general and advanced practice in particular. The latter related to the visibility of nurses
in the profession and the value placed on the nurse by society, health care professionals
and nurse colleagues.
In developing a personal profile, seven of the RNs believed that they were a

possible benchmark for colleagues with whom they worked. The RNs felt that being a
role model or mentor actively encouraged others to advance in their practice or embrace
change in practice. As an example, two RNs indicated that they would proceed to Ph.D
studies in the future because other nurses had done so. Meanwhile, other RNs
appreciated the acquisition of further responsibilities given to them as advancing
specialists. Six RNs revealed that nursing management had suggested to them that they
could apply for a higher position even before they had completed their specialist studies.
Another RN's personal profile emerged when Eric waited for the opportunity to move
into nursing administration so that he could appreciate the culture in which he worked
and to understand the "bigger picture" surrounding hospital policy and health care
services. After all, keeping their options open while working in a large institution and
maintaining a skill mix enabled three of the RNs to take on an administrative or in Eric's
case, a consultant role. More fundamentally, all but one RN describ~d how updating

"
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their skills and knowledge was a means to gaining a profile that was tailored to the
specialist nurse:
\'

lj11st feel that my impact would be far better i11 a different role. I'm 110/
s11ggesting that/ want to get away from patie11t interaction. /just think that
for me it's not a case ofI want to get out of nursing. I do11't really see myself
as a nurse anymore. I see myselfmore as an educator, c01111sc/lor,
supporter, change age/It a11d also mosl importantly somebody who
nourishespeople .......A11d the one above me, the Level 4, the Director of/he
Ca11cer Services, / think that is probably the best option to look at because
ofthe greater networking that occurs. The opportunity lo be involved in the
politics ofthe hospilal, the u11dersta11di11g ofthe actual culture ofthe area.
So that's where my fn1stratio11 is. It's the closillg of being a clinicia11 a11d
accepting that role [Eric 1].

A community nurse RN established a personal profile by accepting a position in
an agency that philosophically matched her beliefs. That is, Gail sought employment in
a service that supported a wellness orientation to care. Her area of specialism in
complementary therapies could be integrated:
I pri11cipally do the healing touch, which is energy work. I also have
reflexology and aromatherapy. I've done massage courses. l integrate them
as such. l use a bit ofmassage for prillcipally the energy work that I
use .••..• ! would love there to be a lot more demand for it! I think where I
come from with my 11ursillg is a wellness aspect 011d a health promotion
aspect. And that's ... 011e ofthe things that Reed Bay (pse11do11ym) had ill
their ad was that it was geared toward promoting and supporting
independence and the concept ofwell11ess as opposed to a disease base.
That's where I see complementary therapies as making a big difference
[Gail I].

Pride anC Maintaining a Personal Profile
Pride emerged when the RNs spoke proudly about their work as advancing
specialist. Having a sense of pride as a specialist generated a personal profile that was
covert but demonstrated as a common behaviour appropriate for an advancing specialist.
Furthennore the way that they prided themselves was not always recognised by these
participants and therefore, communicated the social complexity inherent of ANS and
education.
//
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More often than not, six of the RNs felt that pride, as a nurse was associated with
the advocacy role orthc nurse. For example, their moral goodwill to others and patients
often demonstrated their bcncvolcncc that was considerate and rational toward others
rather than being cruel, unfeeling or callous. Five of the RNs also prided themselves for

being self-motivating in order to advance in their area of specialism. Being motivated
mattered to them. It was not about what a nurse should do but about what kind of nurse

he or she was motivated to being. None of the RNs wanted to work in a vocation or live
in a society of ruthless go-getters where they would only help people if it helped them.
Furthermore, they prided themselves on how they continued their studies even when
family matters for example, took precedence:
I'm gelling there, ye.;-. Gelling back to it [her studies}. This has 011ly
happened relati\•e{1• recently so this has bee11 within the las/ month. So it's
ge1ti11g hack 011 track and it's self-motivatio11, it's self-discipline a11d selfmotivation [Fiona 2).

Seven RNs prid.::d themselves because they not only motiYa\cd other nurses to
continue in their studies but also searched for ways to improve their 0\\11 practice.
Megan also felt pride because she had the confidence as a perioperati\'e nurse to leave
her job for another if for example, no common resolution was achieved or if she was
unable to collectively change undesirable practices such as poor staff morale in the
perioperativc selling. Other nurses who did not h,we tl1c courage to openly discuss
workplace conflicts with management like she did, could not consider thernsclf as
praiseworthy:
ll'sjust that some mid I'm l'CIJ' nmch a11 adl'ocatc ifor the new pcrioperatil'e
1111rsej, ifyou are having trouble i11 my work place, l go somewhere else
because differem work places build 011 differellf rela1io11ships depe11di11g 011
who the manager is, who the key people in that area arc. And a lot of
people think, 'J can't just resig,i,' 771cy hm·e that insccuri{)• to do that. They
just wo11't walkout and do somethi11g new whereas I'm if something is not
right, /just go, lcai•e, start agai11 [Megan J}.
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Many other examples of pride oct,·.:.rcd in the workplace. For CKample, whenever
some RNs assisted their clients to enhance their health and sense of well being,
supported and shared knowledge with other nurses and patients, applied pcriopcrativc
skills across a range of sub-specialties in the operating theatres, discussed relevant
research data about surgical implants with the consultant surgeon, or gave the consultant

doctor in the ICU the best answers to G:.!'-'~1fr,ns that related to patient treatments:
I mea11 it's just that when the co11sulta111s ask and the registrars ask about
the effects of dn,gs a11d you are a11sweri11g it and the registrar doesn't k11ow
the a11swer. I mean it's very good/or your ow11 {ego}. The way they look at
you, with respect, it's very satisfying inside as well [Karen 1}.

Karen and Olive a!so felt pride because they were able lo resolve conflicts in the home
as well as in their workplace. This was because their study program as an advancing
specialist in critical care and mental health nursing respectively for example provided
them with the added specialist knowledge and expertise. Meanwhile, Linda
experienced feelings of pride when"! was told when I got the level 2 and that was one
of the areas that I beat everyone on because no one else (ICU nurse) was going for their
masters" [Linda 2J.
Ambivalence
As a researcher, I sensed times during the ff:iervicws that some of the participants
seemed ambivalent about issues that were of importance to other RNs but not to them.
This was in contrast to their affirmations of pride. For example, I was alerted wh.:n
Brenda and Olive made little or no reference to the persona\ cost of their studies and
advancement. Brenda in particular was so driven by her area of interest and
f!dvancement that she pursued her work regardless of any study related expenses such as
consultancy expenses, course fees, travel to classes or meetings, or child care services.
She lived an upper middle class existence and cared for three of her own children who

\\.
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were diagnosed with ADHD. Such ambivalence about this RN's own incurred expenses
however, was in contrast to her clients or people she knew in the community that
suffered ADHD. Brenda was concerned about the parents of a child that was diagnosed

with ADHD because some parents were unable to afford private health care or seek a
private medical practitioner, particularly whe::i no other alternative expertise could be
found within the pu!:llic health care sector. On the other hand, Brenda was ambivalent
about the $2000 scholarship she received from the university she was enrolled in for
undertaking her master of special education by research. It was "sweet" for Brenda, but
not really necessary. Similarly, Olive was ambivalent but more astute about her career
advancement expenses. She felt that the cost of undertaking full time studies for a year
was ofno financial consequence. Olive was sensible with money and planned her

11
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expenses accordingly. The remaining 11 RNs were aware of the costs surrounding ANS
and education but were concerned about the financial burden to other nurses in general,
to undertake ANS and education.
Another two RNs felt ambivalent about pursuing their master studies at all, one in
critical care and the other in midwifery. This was because Fiona sensed that there was
no chance of a promotion in her rural hospital after completion of her masters and
because Carla progressively discovered that her midwifery course content was not what
she had expected. These issues altered their perception concerning the profile of
advanced practice and specialisation:

I'm ambivalent, but I don't know whether masters level cli11ical 11111:~i11g al
masters level is ever goiug to take off in a big way. While I won't say that
we are stagnating, but there is 110 i11ce11/i1•e al all to do higher cducatio11
especially like people i11 my sitrmtio11 where I am, for wa11t of r, belier word,
stuck ill the n1ral arena/or quite some time. 011r positions for promo1io11
are limited by perce:11age basis, y011 know, 11w11bers ofcli11ica/ nurses ta
m,mber ofRNs. Ouce they're filled, that's it. So, yes, I will be a masters
qualified level I RN ifa c/i11icaf 1111rse job doesn't come up in my field. And
that needs to be addressed [Fiona /].
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A11d the11 lhis semester, itS bcc11 the research, and I don't kuow. ! tlo11't
know how it's going to help me yet. 1 mean I'm more than half way through
the semester, a11d I feel that it's more something that ,seeds to be looked into
later 011 i11 your career, ifyo11 wallt to go Ji1rther and do your thesis [Carla

I].

S11b-Thcme Five: Meeting the Crossroads

Introduction
The culmination ofliving the phenomenon of interest terminated when the RNs
met a crossroads. A crossroad was not when they initially decided to undertake
specialist studies, but when the RNs decided to either continue or not to continue in his
or her area of specialisation. As they met the crossroad, two major issues emerged for
them. Firstly, they revealed that they experienced feelings ofbcing liberated, which
actually contributed to their potential as advancing specialists, and secondly, they
upheld openness about the challenges associated with their advancing practice. Owing
to their openness during the interviews, the most positive attributes evident by this
group ofRNs unfolded. These attributes included the disclosure of their personal
ambitions and intentions to be a specialist nurse. For example, they felt that being
challenged in their practice and studies enabled them to clarify their status as a nurse
and subsequent decision to take an appropriate course of action. It was at this stage that
they acknowledged that they met a crossroad that was a turning point for them. The
turning point occurred, when they felt that they had reached a plateau in the workplace
or considered that it was time to move on, or both.
Their feelings ofbeing liberated also reflected how the RN:; gained increasing
confidence about their current position within nursing. Being liberntcd while advancing
gave them the urge to act as a catalyst to influence other nurses in their path or clients in
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the community. This urge directly related to their aura of being liberated when they mcl
their crossroad. Their descriptions of being Jihcratcd however, did not come easily for
a!L The reality was that some RNs felt vulnerable on many occasions during their quest
to be challenged as an advanced specialist nurse. This was in contrast to being
liberated. In essence, some RNs were either dispirited by their lack of potential for

promotion for example or were embarrassed by their perceived lack of knowledge.
Being Liberated
The RNs desired to lead in bis/her profession because they were liberated by what
they experienced. Seven RNs affinncd their advancement in their specialism. Brenda

for ex~.mple, met with international experts who invested energy in researching
,, and
discussing controversial issues relating to ADHD during a conference. This inspired
Brenda to start writing submissions to political organisations about the issues on her
return to Australia from the CIVerseas conference. At the same time she was exposed to
such a volume of scientific literature on the subject than she never imagined, as a result,
she envisaged other ways to expand her consultancy relating to learning and attentional
disabilities. For example, rather than arrange seminars to present inf0nnation to the
public on ADHD issues, Brenda felt liberated enough lo establish a book distribution
company and called it 'ADDvanced Publications'.
... so i11 the e11d I thought 'well 110, l can't go 011 with tliis.' So J lcfi
[Learning and Attentional Disorders (LADS) committee} and thought 'well,
a way l could help them was to sec what books were aro1111d.' Because I
love books and that's where I had the con/ac/s with people al this
i·o11fcrc11ce because they had a big display ofthe books, a11dfl'0111 there J
researched it all a11d that's how ADDmnced P11blicatio11s started [Brenda
I].
Ii

Eric felt it liberating when he realised that it was possible to deliver health
prevention, promotion and wellness interventions for men who required a lifestyle
change. He had experienced the aftermath of cancer treatments for his patients and

174

suggested that it wns all too depressing for men once they seceded to an illness such as

,,
cancer. In addition, a lecturer who was a consultant and counscl,Jor in men's health

inspjrcd Eric. Experiencing that inspiration was liberating.

Bci;:,g .ljbcratcd, Eric

believed that he was now ready to take the initiativt:: in promoting wellness in general or
wellness in men who were in the early stages of a disease such as cancer. As an
advanced clinical specialist, he had come lo tenns with being his own role model.
Furthennore, having a master degree would give him the tools to advance as a credible

(\
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h:searcher in the field of men's health:
And I suppose really that's why, it'.!' all kind ofha11d ill glove 1wwa11d
realising that the Masters gives me the credibility. Offwvi11g a Masters ii
gives me the tools for having done research. I am already doing men's
health a,1d management as well. So really i11 a way it's all co111bi11i11g a11d
all I need to now do is be patie111, complete the course and the options, or
like I say, are open. J didn't sec ii that way before ..... .[1111dj I think that's
what J hai•e realised that there is 110 role model. So J a,u going to hm·e to
start being my ow11 role model {Eric 2).

Other experiences ofbeing liberated during their advancement emerged when
Gail and Olive, for example, described how they enjoyed the flexibility to diversify
their skills, when Helen felt autonomy of practice in the rural/remote area, and when
Judith used reflective practice as a tool to assess her own practice. Furthcm10re, Karen
felt liberated when she expanded on her research activities from a critical care focus to
projects relevant to a range of patients that a specialist nurse cared for in the acute
hospital setting. More specifically, having an eclectic and holistic framework of care to
her nursing knowledge and approach was better for Gail than trying to be
"encapsulated" in a mainstream specialism such as medical/surgical nursing or
gerontological nursing. Gail's holistic approach to patient care was liberating because
she was able to diversify her fonnal learning experiences to encompass co111plcmcntary
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health or education for not only the Caucasian population but also for the indigenous
people of Australia.
Self-Assurance and Feeling Confident
There was no doubt that having the self-assurance and the confidence to continue
in advanced practice added to the RNs' feelings of being liberated. All but Carla felt

confident about their chosen area of specialised practice. A number ofRNs felt
confident that they would advance as long as they actively sought the motivation to
continue with studies or undertook rescr.rch relevant to their field even though it was
new territory to them. In Linda's case, s'1e had the self-assurance to work in the general
ward even though her si::cialty practice was in the ICU. Moreover, as a pcriopcrativc

specialist, Megan and Judith felt that they could confidently work in a variety of
surgical sub specialties in the operating thrcatres.
Three other RNs felt self-assured because they could confidently care for a
critically ill patient. Their confidence directly related to the advanc:d course that they
were or had undertaken. For example, they understood the numerous vascular lines and
medical treatments that the patient was going through and as a result, more assertive
with the doctors and able to speak with the doctors more intelligibly. Their confidence
had increased so much that they no longer felt the need to be subservient. AH they
needed was to take the opportunity when it arose lo be a leader in their specialism:
I thi11k that the new way and I think the old way was the "role folfowcr",
nurse at Nelly's knees, that's how I was told it was, and really mayhc J hm·e
changed, l do11't 11ced to be looki11gfor that kind of a person ...... The biggest
change for me is confidence that Jam doing thc right thing, dcmo11sfratio11
and practice. the things that I have already mcntio11ed, the thi11gs that hal'c
gone on here and my ability to get them done. Lots of c11tl111sias111,
motiva/io11 and wpport by people in Ille research and teaching area to
encourage me to cany 011. Those things are probably, and also learning to
be my ow11 person an<I keeping 11ot so much negative but accepting that
some people will not change ... [Eric 2].
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Yeah, l feel, workillg i11 intensive care, I'm a lot more co11fldrmt, I feel l
know what I am doing, which I could manage before. I coidd look after a

patient very well, but 11ow that greater u11dersta11di11g there is ti bit to he
able to con11111micate i11tellige11tly with the medical staff and far more
teaching of medical staff and junior staff. Everythillgjust seemed to fall
i11to place, my w1ders1a11di11g of what was going 011, how drngs worked. I
gained all aw/11/ lot really [Karen /].

Furthermore, four RNs indicated that they were more self-assured when they were
competent to practice in their respective specialisms because their skills and knowledge
were.,evaluatcd against lhe national specialist competencies. Clinical competence as an
advanced specialist in the operating rooms for Judith and Megan, or in the critical care
areas for Fiona and Linda for example, were measured according to professionally
established criteria. These included the Australian College of Critical Care Nursing
(ACCCN) and the Australian College ofOperating Room Nursing (ACORN)
competencies.
Being a Catalyst and Influencing Others
Being a catalyst and influential specialist was yet another way that the RNs
purged any doubts that they may have had about their advancing practice. They
influenced other nurses and clients in the community to uphold a standard of care that
was an improvement on current 'practice. For instance, Brenda was a prime mover in
enabling parents to gain infonnation about their child's attentional disability. She acted
as a catalyst to instigate an awareness and review of government policy in relation to
children and adults with an attentional disorder:

... and they {the polilicia11s} just looked at me as if I was a ding dong, and J
said 'what do you want, is it mo11ey? What do you 11eed?' A11d theysafrl,
money, and I said 'well money is fine, how much do you want, $5,000,
$10,000, $15,000?' And (the health mi11isler) said 'oh $15,000 would be
nice.' So I said fine and I left the meetirig [LADS, leaniing a11d Atte11tio11al
Disorders Society}. So the,, what I did was lfou11d out that their patron was
Christopher Green, the fame from 'taming the toddler'•.. So b1 my normal,
very lateral manner, I rang him up and I said, '.vo11 know you're co111i11g to
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Perth for a meeting' which was so111etlii11g to do will, someone else, a11d I
said 'look, I've gol a few mo/hers together fat the Hyall/, would you please
comej11sl for at/ hour all(/ talk to some mums that have got some serious
problems?' And he said 'well I really don't have time' lmt ... [if I miss out 011
l1111ch} I'll talk to them between J2 a11d J.' And I said 'well that will be
fine' ... So then all I did was I tumed around to the LADS a11d said 'okay, I've
got Christopher Green comillgfor li111ch, we're 011 track.' So then we did 11p
a {program) [Bre11da Jj.

O:her RNs like Megan, acted as a catalyst because she continued to influence
other nurses to negotiate a salary in the private sector owing to their continuing
education. Andrew informed other nurses by example that they could advance as a
specialist by undertaking further study, Karen felt that she was influential over nursing
staff in her hospi\;i.l to because staff presented to her to discuss options for a potential
11

thesis, She readily suggested lo staff that they consider higher studies to advance in
their practice,
Meanwhile, others enjoyed being a catalyst because they not only influenced other
nurses but five RNs believed foal they were a role model. This was because they had
the confidence to question their own and other's practices, to intervene if practice was
not to standard, and to resolve conflict in the workplace as required. Fiona felt that she
influenced others and therefore acted as a catalyst because she shared the uniqueness of
her rural/regional experiences with her metropolitan counterparts via teleconferencing.
Judith felt influential as a role model when she sought the correct infonnation from the
literature when asked a question by a colleague that she could not readily answer.
Furthennorc, both Linda and Karen felt able to influence the doctor in the ICU over
patient care while Diedre was able to act as a catalyst when she influenced the head of a
university school of nursing to include community nursing in the undergraduate
curriculum, At the same time, this was a liberating experience:

,,
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II

Well ... that's how I got my job at X university i11 the first place. And when
they put /he initial ad ill the paper for /he cli11ical teachers, there was 110
community nurse /11 there! So I ,lia/ed the X 1111/versily number, a11d I did11 't
know that I was talking to X (Head, School of Nursing at the lime). She

answered the pho11e, a11d I said, 'Oh I'm a community 1111rse and I see your
ad /11 the paper, and you haven 'I got co1111m111ity /11 there.' Aud she said,
'well, I think you had better come and see me. ' And the long and the short
ofit, I got a job. So, yes, I'm a bit pass/0110/c about com111.w1ity {Diedre lj.

Feeling Vulnerable and Embarrassed
Feelings of vulnerability emerged as the antithesis to being liberated. If the R«s

perceived a lack of knowledge or understanding about their specialism, they felt -vulnerable. Being vulnerable was not only perceived as a personal embarrassment to
some RNs but also left one feeling dispirited about her advancing practice all together.
Feelings of vulnerability resulted from their reliance on managers with which they
worked. Feeling vulnerable also occurred when they wanted feedback about their
assignments or when they encountered I!. difficulty in their practice. Helen for example,
felt embarrassed and therefore vulnerable because of her perceived lack of knowledge
as a remote area nurse:
I remember, oh ii was a patient, a two year-old who fwd broken her arm as
her mother sort of helped her oflher feet al schoo/ ...... and /wr mother came
i11 a11d said 'she had been screami11g constanlly for four days, like ewry• half
hour she'll scream. Sometimes she would scream for up lo three
hours. ' ... But I had nmg the doctor and he had to ring me back. Somelimes
he has to because he _can't talk to me straight away, doing something else
over there. And ii', ihe meantime, I sort ofsent them down the street, a11d
she woke and I was able to assess her properly whe11 she got back. And
when she did get back I did, but the doctor had nmg mu/ then told me, 'well,
you know don't just think about the arm. Check her ear 11ose and
throat ... Sort ofit's likely to be something else.' Sometimes you focus too
much 0,1 the fracture ... act11ally my concern was that ii had been 011 for four
weeks and the child was Cl}ing and it (the cast) already fwd been replaced
once because it had become loose. And I thought maybe it was due to be
changed again. But because it got changed earlier i11 the piece, they
decided lo leave it till six weeks. A11d /felt really stupid thar I /iadn't
actually thought ofthal. Like I shor1ld have done flflllf assessment before
ringi11g him [Hele11 lj.

((
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As a consultant, Brenda felt embarrassed al times because she also had a

,<,

knowledge deficit about her subject. This was because she had insufficient
understanding on the subject of learning disabilities because of the limited research into
the problem. Similarly, other RNs felt vulnerable because they were required to achieve
academic excellence as well as clinical excellence, did not have the pharmaceutical
knowledge that enabled them to be a safe practitioner in the remote areas, or when they

_,, were viewed by colleagues as non-specialists because they were multiskilled. "! feel
that is my worst part ofmy skills, is I feel I'm too multiskilled and at the same time, it
can come over as though he doesn't know what he's talking about because he's in too
many areas" [Eric I].

As an advancing perioperative nurse Judith felt vulnerable when the nursing
management in the operating suite for example, insisted that she organise and conduct a
surgical procedure for which she had no prior experience. Judith stipulated that she
needed to observe at least one laparoscopic cholesytectomy before she was able to
recognise, assemble, and use the instruments appropriately. Judith had neither observed
the operative procedure before, nor had any practical experience in this particular
procedure. She nevertheless felt vulnerable as an advancing specialist because nurse
management expected her to organise and carry out the procedure:
I walked into theatre 011e day and we were doing a laparoscopic
c/10/ecystectomy. I had never done one before, !tad 11e1•er seen the
instrume/1/s before ... my preceptor was act11al(v placed in recovery, al /he
time and she asked lo come in and assist me just for that 01w case and the
Level 2 said '110, you ca,1 slay 0111 there. ' And I got there am/ the other girl
who was in the same position as me /:ad 011/y done one before and did11 't
have a clue. So I said to the Level 2, 'can you help me and tell me what I
am doing here?' And she said, 'yeah,jus/ pllt that /here that there, that
there.' (said rapidly). And I said, why? 'Because I said so and ifyou
question me again, you 're not going to do it'. That was p11lli11g it politely!
[Judith/].
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Work as a midwife in the remote areas often left the RN that was also registered as a

midWifc, fcCling equally vulnerable, Currying out a vagirml delivery in the home
without medical backup such as a doctor or without standard maternity hospital
.!'

i facilities was very worrisome. For instance, Helen was concerned about the possibility
of an infant mortality and the devastating effects this would have upon her as a midwife.
Similarly, C~Ja felt vulnerable because she had insufficient clinical experience as an
advancing specialist in midwifery. She had observed just two births in her first year o",
her two-year, part time midwifery course. Her feelings of vulnerability were
compounded when other midwifery staff with whom she worked in the hospital

undennined the value and relevance of her studies that included the understanding and
application of research methodologies. The study into research methods was a part of
her course. Carla felt even greater vulnerability and embarrassment as an advancing
specialist because she was unable to explain the relevance of research to the midwives
who worked in the same hospital as her. In the main however, the RNs' vulnerabilities
dissipated with experience or on completion of their studies.
Feeling Dispirited
Fiona was one RN who became dispirited when she learned that she need not have
undertaken an extra unit in research methods to complete her course. She had
completed two research units of study, only to discover via the university administration
centre on near completion oft he second unit of study that she was not required to do
two research units of study. There had been a university administrative error. Fiona
need not have incurred the rcqi1isite course fees to do the second research unit, nor
ei'ipend
time and effort involved in completing the extra unit:
.,,,

011e ofthe problems that comributed to my loss ofinterest for a while
earlier 011 tl,is year was that Ifou11d out after that I had done ii th al I
actually did11't have to do both .••... A11d that was quite disconcertillg and

181

quite, and actually set my approach and my attilmle back. I lost a lot of
motivation afler that because there woultl be 110 fi1rtlwr credit for ii. I ,lid

pass ii but I did11't do ii the justice that the 1111/f deserved because Ifo1111d
that out about three weeks before the exam a11d so that made il very difficult
because/ thought well what's the poi11t I have already done 011e. And I,,
found that I was quite angry for a while because the commitmc1111/iat 1 fwd
put into it 11p until 110w and that ....... Oh yeah I think probably, i11 achtal fact
my motivation was doillg okay umil lfo1111d about this extra unit that I had
!o do mu/ that probably started the ball rollillg {Fio11a 2}.

O

Not withstanding lh(l above, Fiona was further dispirited because she felt that she

was not valued for pursuing advanced studies in critical care nursing, No one else
working in her hospital was undertaking studies relevant lo advanced specialist practice
and wondered why here efforts to advance her practice in the rural setting was not
valu~.by colleagues:
I had to think about that. /feel vallledfor the work I do in that I believe I do
a good job cfi11icaffy. 8111 I do11'11M11k a,1yo11e values the fact that I'm doi11g
a masters. No, 110/ at this stage, and as I said, whether that's because tl,is is
relatively 1111heard of. well it is 1111heard of No oue's doing any exlcr11al
masters down here [Fiona 1).

Judith felt dispirited because of the bullying she experienced as an advancing
perioperative nurse. Early in her studies, she felt like leaving the operating theatres
because of the daily verbal abuse in the fonn of swearing and dominance that she and
others received by a senior nurse in the department. She believed that she would leave
this hospital and go elsewhere. Prior to our subsequent interview, Judith had Jell the
hospital:
And then we started the procedure (Operative Cho/ecystectomy), and 1 think
I was flabbergasted by that stage and think I nearly co11ta111i11atcd the
drt1pes, which the11 brought aro1111d the response of sweari11g al me and the
s11rgeo11 i11 110 1mcerlai11 terms. A11d the s11rgeo11just had /his at1i111de with
her that we just looked al her and nodded. And just kepi co11ti1111i11g which
was good/or me because he just looked al 111c and well/ 'don 't won)'', So I
was pretly happy about that, But this was a daily occ111Tc11ce ... ... 1'111 a
perso11 who wilf actually co11.fro11t someo11e mu/ say, 'look, what's goiug 011?'
But/or some parlicular reason ljus/ withdrew mu/ 011e of my friends said lo
me, '.You have become very submissive, it's not like yor1.' //just wasn't worth
it. My life was miserable as ii was at work anyway. I didu'I wa//1 to make it
worse by having to deaf with /his woman you know every single day! {Judith
/}.
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Openness and Meeting the Crossroads
Being open about their feelings during our conversation,s related to the way that
the RNs' disclosed their personal ambitions to advance in their specialisation. They
openly expressed the need to be challenged in order to achieve advanced practice. It
was the challenges that these RNs faced that actually propelled them to continue in ANS
and education. Furthermore, because they felt the challenges, they readily disclosed the
nature of their personal ambitions, which in tum led them to meeting a crossroad. The
crossroad was described as the RN reached a plateau that resulted in slhe making the
decision to movi: on as an advanced specialist.
Ambition and Being Challenged While Advancing
Eleven of the 13 participant RNs mentioned that they were chal!enged, or needed
a challenge, in order to continue advancing in their practice. All 13 RNs were driven by
the challenges they experienced as a nurse. For example, Carla considered undertaking
aeoursc run by the Australian Institute of Management (AIM) within weeks of
withdrawal from her midwifery course. Nursing management had offered her the AIM
course because the hospital in which she worked required a nurse like herself with
private nursing experience, to be a front line manager. This came with a promotion to
an acting Level 2 position. Carla saw this as a challenge because she would be involved
in administration and writing ofhospital policies. Similarly, Diedre welcomed the
challenge to develop and write new policies, for example, for the health authority in
which she recently acquired a new promotional position as a regional coordinator,
The spirit in which the RNs insisted that they be challenged was also an example
of their unrequited ambitions. For example Eric was ambitious to take on nn
administrative role within a large teaching hospital. During my first interview with
Eric, he was frustrated in his position as a clinical nurse npedalist and indicated that he
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"seems to be moving along rather than moving up because he has not yet found the
direction" in men's health. He was ambitious to advance hut was either busy working
or studying, or in between the two. He was over committed as a human being at times.
On the one hand he realised thlit he needed to spend more time with his wife and two
little children. On the other hand howe\'CT, he suggested that ifthcrc was just one more
hour in the day, he would be able to Iii.pond to all four challenges that included
spending more time with his wife and children:

I
;/

I

I

I always feel I shor,ld be doing nwre. I a/ways feel that if 011/y I had one
hour to kind offinish rhis off became 1'1•e got liflle children. 17iey do11't
wam to hear abo11t my masters or my thoughts. 17,ey wam Daddy to go play

with them ..... .{b11t] I 1bi11k I 11eed lo re111ai11 ope11. look for the r;ppor1,: rii(l'
and perhaps )'Ort know, grow \\'here 1'111 p!amed. I happen to be here at the
momem, so maybe this is where I 11eed to del'elop a11d do the best I cm1. Bm
I can see how doing rite alcohol am/ dmg misuse course, doi11g the men 's
health traini11g. I ca1111oll' start 10 see that well these are some ofthe areas
that I ca1111ow move along [Erk 1].

Six months later during our subsequent interview, thing~ were changing; he
sensed his current role as a RN and specialist clinician in oncology was expanding:
I am starring to see that the U'Ord RN call be sfretched as lt"el/. lt ca11 be like
a fylse q11alification to say, build omo something else. Bm yes 1 still see RN
as r}restricting title b111 I think ifI keep goi11g the ll'OJ' I am that where I
want togo, it won't be an iss11e of a11 RN or 110110 be a,1 RN ii will be a case
ofsometlii11g else will come a/011g [Eric 2}.

Andrew and Karen desired lo undertake a Ph.Data later stage of their careers,
that is, when their children were more independent. Both were advancing in a master
degree in health management and nursing respectively. A third RN, Olive revealed that
"a masters study would be a pleasant challenge" once she had completed her current
postgraduate diploma in mental health. Olive already had in mind a research project
associated with adolescent mental health. N:.eanwhile, Fiona described learning as a
challenge and achieving a master in nursing was an addc<! challenge because so few
nurses in the rural sector actually had a master degree, particularly in emergency
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nursing. In comparison to her metropolitan counterpart, Fiona believed that she already
opem\ed at the \eve\ or a nurse practitioner in the ED and would continue with her
master studies as long as the study remained challenging:
The opportu11itics ill this area are 110/ high ill terms of challe11gi11g practice,
bill lei me clarify that. /11 the emergency arena here, we operate well and
tn1ly al the fe1'Ci of nurse practilio11er. We do11't have you k11ow, 011 site
medical support, we have doctors 011 call. But they're not there, they're not
in the departme11/ all of the time. So that gives us a lot of opportunity to
enhance our clinical skills our assessment skills and all thal sort ofthi11g.
So that is very worthwhile. That is actually one ofmy big soap box issues

you might say ....... / tlii11k it wifl continue to be challengillgfor as long as I
ca,1 keep motivated to find challenges witl,ill ii [Fiu11a /].

Another RN was driven by work in a highly technological environment such as
the ICU. To Linda. "the sicker the patient the greater the challenge". Meanwhile Gail
identified her community work with the intellectually and physically disabled person as
emotionally demanding, but immediately clarified her statement to " ... challenging is a
better word". Similarly Diedrc's ambition was to be in private practice as a woman's
health consultant. She had reached this challenge and was happy to consult part time.
The maj.ority ofRNs needed l(I maintain a challenge rather than be task oriented,
bored, or dissatisfied "with the same routine day after day" (Megan). Megan not only
enjoyed the challenge of total chaos of multiple traumas coming into the operating
theatres, but also referred to the use of"people skills" in the OR as a challenge,
particularly when the staff was negative about their workplace. Conversely, Helen had
reservations about undertaking a project within a short course because there was an
assessable component to the program. However, on completion of the project she was
, -:::::,·~leased with her achievement because the course challenged her to present infonnation
,,,'/

and feedback to her community based on her assessment of the community's needs. It
was an enjoyable challenge because it was relevant to her work and she effectively

JI
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communicated her achievement by presenting her findings to the community she ;;crvcd
via the community newsletter.
In summary, these RNs' ambitions together with their challenges ensured
achievement of their goals and advancement in their specialisation for sii: of the RNs,
continued drive to undertake private practice for three RNs, and the pursuit of'rescarch
in their chosen area of intercsl for seven of the RNs. Even though Carla did not feel
challenged by her midwifery studies, as indicated earlier, she had withdrawn from her
midwifery program, but al the same time, revealed that she was stimulated and
chalJ~nged by the idea of undertaking a front line management course suggested lo her

by her manager. The studies were relevant to nursing administration in the hospital in
which she worked.
Arriving al a Plateau and Moving On
When Fiona, Megan and Olive actually met a crossroad they discovered that they
had either reached a plateau in their nursing career or that they were ready to move on
and out from their current workplace. That is, the prospect or moving into another area
or nursing practice allowed them to broaden their skills or scope or practice as an
advanced specialist. Similarly, Judith and Karen indicated that they must move on in
their specialty because up and coming nurses wished to move into their positions and
area or expertise. Therefore, they needed to consider undertaking further studies and to
advance even further in their specialism. In contrast, Fiona knew that she was in a state
of flux after almost two-thirds completion or her master studies in critical care/ED
nursing. Fiona indicated that her opportunities as a clinician in the rural sector was not
as high in tcnns or challenging practice because or the nature or care and level or patient
acuity compa1t to ED nursing in the mel;oopolitan area. Rural emergency nursing was
broad and mor(dluid:

,'
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... even the most exciting work f lhi11k can become routine a11d I think you
need lo be able to look at it a,1d say well maybe ,ww I should go a11d do
sometM11g else/or a while and thc11 come buck a11d do tl,/s uga/11 [Fiona I}.

Furthennorc, Fiona qucstii:mcd if n clinical master program in ANS would ever
"!alee ofr'. She had reached a plateau because it was likely that the nurse practitioner
role that l:ad been tcccntly introduced in two Australian States, namely Victoria and
New South Wales, was what she really foll that she needed to adopt. However, the
move to legislate the nurse practitioner role in W.A. was in its infancy. "I think I have
said it, the nurse practitioner role, because it's becoming an actuality, it's not just a
dream. I think that this is what I am waiting for" [Fiona I].

Megan was also at a crossroad. As a perioperativc nurse, she question/id where
her next challenge lay. Was it work in a new OR facility, work as a medical
representative, work as a manager or as a clinical educator in the OR, or something else
altogether? Her plateau emerged because she could not sec regular progress in her
career being made after completion of her studies. Furthennore, Megan was unsure that
there would be any further challenges for her in the operating theatres. There remained
one challenge however. She challenged nurse colleagues who she felt had reachr.d a
plateau in their careers and did not identify their career aspirations:

,;

I worked i11 the operating room with X Hospital 9 years. I left because I
needed a cl:allenge. You get to a poini where yoz1 need lo change somethi11g
tO challenge you. And I'm very much a person that I've reached a point, I
need o challenge, I've got to do ii. I e11joy a challenge and 1'111110/ going to
be just satisfied just doing the same ro11/i11e day after ,lay [Megan JJ
... ... But whe11 I'm workillg with people yo11 leam well for a while and then
you plateau and then to co11solidate that, a,1d a lot ofpeople get wry
fr/IS/rated because they think I'm 1101 leanii11g anything more, 1'111110/
progressing. They can't see this regular progress agai11 a11d yo11'1•e got to
say hang in there, yo11 will begin shortly. Ami that's what I've noticed i11
leami11g a11yway. A11d at that plateau stage I have q11ilc a lot to do with
people. I sort of say, 'well these arc yoar strengths, this is how I see it.
How do you feel about it? What could we offer you to help?' [Mega11 2].
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Moreover, Megan did not believe that she would be working in the pcriopcr11tivc

setting for the rest of her career. She was optimistic about her options relating to
perioperativc nursing, such as nurse education,
Eight of the 13 RNs were proponents of moving on in their nursing careers, Each
described moving on as either a necessary thing to do at the time of reaching a crossroad
or simply a natural thing to do when a nurse continued in his or her specialism. The

remaining five RNs were not as explicit, nevertheless, they would move on into an area
of specialist practice rather than stay in nursing work that offered limited or no
advancement. For example, Andrew, Brenda, Carla and Diedre enjoyed the cha] lcngc
of moving-on. As a result they gained either a higher position :ii the lime when the
interviews were conducted or when Brenda increased her networking profile to pursue
her research project.
The experience of moving on was an intentional and deliberate experience for
the majority of the RNs. For example, whilst Eric enjoyed his job over the last 18
months, he anticipated that he would move on in his specialty after two or so years in
tht'i'oncologyward as a clinical specialist. Not only did he see himself working in a
large institution, but he could also see himself working in a much smaller but specialisl
area, relevant to men's health. Fai.ling that he would take the challenge to move on and
advance in a more administrative role ns a director of services in oncology or cancer
care. In short, he saw an expiry date to his current specialist job because he was able to
do his job with minimal challenge:
It's the closing ofbeing a clinician a11d accepting that role. And then havillg
the courage to move on and have the more ofan admi11istrator role ...... ! do
see myselfmoving 011 to more of a di red or of services tho11gh, or a manager
ofservices [Eric JJ ......
Well cli11ically I'm realising 11ow that ..... .!'111110 longer a cli11ical expert and
I identified that the day I came illfa this job because I am actually
surrounded by a lot ofexperts who wa11t leadership and s11pportfor their
clinical practice. So rather tha11 me beillg the hands on tedmica/ leader I
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am realising that I 11eed to be the hands off supporter for others to be
/ech11ica/Jy oriented. So I am realising ii now that I can actually let go offl
b111 still have a st1pporti11g role {Erle 2}.
Another RN also placed II time frame of four years in her current position as a
community nurse. Gail had worked in her health facility for almost eight months, but
knew al this early stage that there were other avenues open to her to expand her skills
and broaden her scop~ of practice, particularly in complcmcr.tary health. Other RNs

were also quick to move on. As soon as Karen for example, had completed her
postgraduate diploma in critical care nursing, she soon found it boring because she was
confident of her knowledge and had already practiced in the ICU for more tha.11 IO
years. She simply wanted to accomplish more:

Well you see, 11ot everybody is like me. I mea11 I don't know what drives me
and it's that I wa11t to acltieve all the time. I want to learn a11d I wa,1/ /o
k11ow. And I guess a lot ofpeople are quite happy to have the knowledge
and stay where they are. But to me ifyou acquire greater knowledge,
there's 1zo reason why you can't move 011 a11d accomplish more and more
[Kare11 I}.
'·
Karen and Linda moved on into the research pathway as specialist critical care
nurses in the ICU because it was intriguing, important for nurses to do, and vital for the
future to give some direction lo the nursing profession:

I think actually doing the cmi'r.Ye, the postgrad dip did e11fta11ce my cli11ical
skills, but once I obtai,•1ed fhat knowledge, it was like, 'okay, I have ac/1ie1•etl
that now. Now what?' It was starting to become boring and I thought I
have to move 011 {Karen 1).
Summary: Profiling and Meeting the Crossroads
This chapter discusses the final sub-themes that resulted from a repeated process
of dcconstructing and reconstructing the interviews specific to the movement toward
ANS and education. In essence, during the participants' profiling, the RNs generated
both a professional and personal profile as advancing specialists. As they developed

It··-";::;,.,
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such prolile._q, \~cy a\1udcd to the difficulties they faced us well us the challenges that
they accrued.· How they gathered a prolile wus similar to each RN testing the workr;Jacc
in order to i4entiry whether colleagues, managers and the community valued them as
legitimate advanced practice nurses.
Once they established an acceptable profile, the RNs continued to advance in their
specialisation until they met the crossroads, The RNs in this study arguably
experienced a change of circumstances at this point of their careers. The change of
circumstances culminated in their decision to move on as a specialist. Their decisions
enabled them to expand on their scope of practice. It was not until they mut this
precipice that the majority continued to advance into a preferred area of specialism.
Thus, being an advancing specialist was a sharM experience that has been able to
inform other nurses and the profession of what it is like to pursue advanced practice in
the Australian context.
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CHAPTER SEVEN

Part B Findings: Focus Group Slllkeholdcrs
Introduction and Overview
A second level or inquiry was triangulated in order to add further meaning and
understanding of ANS and education. This chapter discusses the discursive findings

surrounding ANS and education, revealed by a focus group of nurse executives who
were the stakeholders in this study. The purpose was to dcconstruct and reconstruct
conversations about the phenomenon of interest. By analysing conversations from a
group of nurse stakeholders who had a professional concern about ANS and e<lucation,

it was possible for these nurses to provide t:nother perspective about the phcnofllcnon of
interest. For all that, discussion of the findings that emerged from Part A of this study
could be synthesised with Part B. To this end, it was possible to reconstruct idcational
meanings about the world, interpersonal meanings about human roles, or human
relationships (Eggins & Slade, J997) that arc a representation of a democratic reality.
This critical phenomenological approach provided further textural (ncomatic) and
structural (noetic) meanings surrounding ANS and education.
The reconstruction of the phenomena surrounding ANS and education was based
on interview data gleaned from a group of nurse executives as stakeholders and not
from a group of advancing nurse specialists. Furthermore, the intetview data was not
examined from an individual participant's perspcctiw as it was in Part A of this study,
but from a group perspective. Dialogue from this group of stakeholders is one way that
meaning about a phenomenon can be constructed (Fairclough, 1992). To this end, the
meanings were reflexively scrutinised (Patterson, 1997) and constructed by the
stakeholders and interpreted by the researcher.
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It should be noted that the data in this chapter is described in the third person.

This is because the lnletvicw with the stakeholders was mon, structured and direct in
style of questioning. Hence the data were sequentially and collectively derived
compared to the interviews in Part A. This combination of events lent itsc!fto a more
fonnal approach in presentation style.

The stakeholders compri~cd a focus group of executive or senior level nurse
managers, educators, clinicians and researchers. By virtue of their position within lhc
nursing profession, these leaders were conversant with graduate nurses who advanced in
a specialty area of practice, particularly as they were participants with a knowledge of
advanced practice, and could therefore, justify his/her actions (Tucker, 1998).
Therefore, the assumption was made that these participants were able to make critical
judgments because they were obliged to structme sound and ethical standards of nursing
management with advanced practice.
Overall, a discussion of phenomena surrounding ANS and education from a
critical phenomenological perspective in this study provided an augmentation of the
Husserlian, Crotty and Mou;;takas phenomenological framework discussed in chapter
two. Therefore, it was from the 'ironist position' (Rolfe, 2000) that the researcher
searched for multiple truths from two groups of participants involved in this study
because each was committed to communicating their experiences with integrity and
good faith (Rolfe).
The Discursive Dialogue
Crotty (1998) and Rolfe (2000) suggest that nurses who are motivated to
challenge, defend and explain their beliefs, assess evidence and reasons for their beliefs,
judge arguments, and come to a public and social consensus about phenomena, provide
a critical approach and therefore, a discursive understanding about phenomena. It is
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"gucd therefore, that the nurse stakeholders in !his study provided a discursive analysis

to ANS nnd education because they were required, as leaders, to bi:i sociaHy responsible
for the development of advanced nurse pructicc, Their discussions during the focus
group interview explained the life world from their perspective, but within the public

domain. As the researcher was to discover, the interview data from the focus group was
in many respects, different in meaning and ofien contradictory to the phenomenological
data in Part A. For example, the stakeholders were empathetic toward RNs who
undertook ANS and education, whereby the RNs in Part A felt that the stakeholders
cared little about the way that they advanced.

Agger (1991) suggests that postmodern themes are driven by conservative political
interests and are not indicative of the empirical social world. Rather they are
representative of communicative public life that is embedded in dialogue, discourse and
democracy. Therefore, an understanding ofHabennas' theory of communicative action
and using Crotty's critical phenomenology as a guide enabled the researcher to
comprehend the stakeholders' discursive dialogue. This is because the stakeholders
were a) oriented toward reaching a modem understanding (White, 1988) of ANS and
education, and, b) communicated new fonns of conflict or inequalities (Touraine, 1999;
White, 1988) that nurses like themselves, experienced within the corporate world.
More to the point, postmodern research is fundamentally discursive and evolved in
the 1930s in response to the impact on the human condition of the globalisation of
capital and communications (Woods, Jeffrey, Troman & Boyle, 1997). More recently,
postmodern research was described as a way to overcome oppression (Traynor, 1997)
so that people could argue for change that was just and led to the bettennent of society
(Gibson, 1986). In brief, Crotty's critical phenomenology and Habennas'
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communicative action provided an intcrsubjective social critique and therefore,
discursive approach to the phenomenon of interest.
Notwithstanding the above, there is nrnch similarity between phenomenology and
critical discourse as two methods of inquiry. For example, both methods arc

interpretive in approach, the inquiry is v11!uc-bound and contextual, qualitatively
inductive and deductive, and philosophically embedded in public life, social experience
and human subjectivity. In addition, the aim of both methods is to subjectively
understand the action ofindividuals (Rolfe, 2000) or groups.

From the nursing perspective, Watson (1995) suggests poslmodernism and
knowledge development in nursing is a discursive movement. To this end, Watson
claims that change within nursing practice has moved from oppression to emancipation
whereby the search for meaning is derived from persone;l experience as a fonn of truth.
Furthennore, the social critique attempted in this study, is seen to be useful in liberating
people (Stevens, 1989) such as nurses. Like many groups within a culture, nurses may
be marginalised because of the global trend toward economic rationalism.
Description of Stakeholders
A purposive sample of 13 participant nurse executives was initially invited as RN
stakeholders. This was because of their senior or executive positions (equivalent to
Level 5 or Level 4) of employment within the nursing profession and within the
Australian context. They had a vested interest and professional obligation to ensure the
uptake of advanced practice by RNs. All shared the responsibility for the hiring of
nursing staff. Each stakeholder was representative of a group of executive RN
managers, clinicians, educators and researchers from the Perth metropolitan area, and
from both the private and public health care sectors, The final number of stakeholders
(10) included five directors of nursing or corporate clinical directors (four public and
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one private sector representative), four corporate nurse educators (two private and two
public sector representatives), and one research nurse (public sector representative) who
had a joint appointment between a university and teaching hospital.
Table I
Stakeholder Cliaracteristics
Public
Speclalisa!lon
Name:
Position
Sector
P'seudon m
Corporate Director Midwifery/Neonatal
Annette
,/
(Clinical Manager) Paediatric Health

Carol

Corporate Director Operating Theatre
(Clinical Manager) Suite

Cherrie

Corporate
Educator

Private

Sector

./

General/Mixed
Specialisations

,/

DON, Director
General/Mixed
Clinical Services
Specialisations
(Clinical Manr.ger)

./

G,zy

Corporate Clinical
Director (Clinical
Manager)

Intensive/ Acute
CMe

/

Heidi

Corporate
Educator

Hospice!Palliative
Care

Leisa

Corporate
Educator

General/Mixed
Specialisations

Martine

Executive
Educator

General/Mixed
Specialisations

/

Pauline

DON, Executive
Director
(Manager)

General/Mixed
Specialisations

./

Sally

Corporate
Researcher

Joint appointment:
University/Hospital

Debra

/

./

Nine participants were female and one, male. As a matter of coincidence, this
ratio represented the current proportional distribution ofmaic to females based on the
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nurse population in Australia. All participants were professionally acquainted with the
researcher over the last 10 or more years but not necessarily with each other.
Focus Group Research Questions
Five questions were posed to the group of stakeholders in order to elicit a
discussion concerning ANS and education. These questions were used as set prompts
and introduced to the group as appropriate, during the focus group interview.
Approximately 14 weeks later, the same five questions were again presented so that the
stakeholders could offer any additional comments that they may have later considered.
This time the questions were delivered via personal email lo each stakeholder
(Appendix T), along with a copy of the completed transcription of the focus group
interview. This strategy enabled each participant to elicit written feedback ifs/he felt so
inclined.
Interview Lead-up and Process
The stakeholders were initially contacted either by telephone or face to face to
establish an expression ofinterest to attend a focus group interview. They were briefed
about the purpose and nature of the study, including likely attendees and schedule. All
13 stakeholders contacted responded favourably to attend the interview in a corporate
meeting room within a university building. Each was Connally invited by email some
six to seven weeks prior lo a nominated date, to participate (Appendix U). It was at this
stage that each was provided written information of the proposed topic for discussion,
the purpose ofthr. discussion, the time, place and venue; that the interview would be
sound recorded with their permission, and that refreshments would be Gerved. The
meeting was scheduled for a maximum of90 minutes owing to ongoing stakeholder
professional commitments. The researcher requested each to respond by phone or email
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within two weeks of the formal email invitation. Eleven stalu:holdcrs responded in the
affinnative.
On the appointed day, 10 of the 11 stakeholders aHen.dcd the actual focus group
meeting. The l 11h stakeholder apologised on the day after the interview because she
was indisposed on the day. The official meeting commenced at 1400 hours and ceased
at 1530 hours. Each group member was introduced to one another as they arrived,
offered refreshments, and handed a "letter of invitation and consent form" (Appendix
V) by the researcher to read and sign. Two copies of the form were signed and dated by

both the researcher and stakeholder prior to commencement of the interview. Each
retained a copy for his/her own records.

Seating was arranged round a large oval table in a corporate meeting room. The
researcher was seated adjacent to a standard desktop voice processor, which was
centrally positioned. To ensure speech sensitisation, two additional small but flat
mic~phones were extended to each end of the table. The researcher was also equipped
with the focus group questions, and a pen and paper to take notes as required. However,
note talcing was kept to an absolute minimum so that the researcher could focus on the
natural flow of conversation.
Prior to commencement of the tape, the researcher once again verbally ensured
that any stakeholder was able to withdraw at any time without retribution, that the
session would be taped, and that any sensitive information withdrawn at their request.
Their name would be substituted with a pseudonym at the time when the researcher
transcribed the tape and that their participation would remain confidential. Their
participation as a stakeholder was to be informal and spontaneous, with minimal input
or direction offered by the researcher. The first five questions were read out to the
group (Appendix K). These were to be used to initiate the conversation and guide the
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line of questioning. A sixth and final question spontaneously evolved in order lo draw
the interview to a close. The role of the researcher was to ensure that each participant
was encouraged to offer an equitable and worthwhile contribution.
The taped intetView commenced at 1415 hours and ceased at 1545 hours
(Appendix H, Interview P). In summary, there was 90 minutes oftal\_ed conversation

,,

and 30 minutes of infonn:i.lity, comprising a 15-minute brief and a 15-minute debrief.
The latter was undertaken informally with three to four members who were not pressed
for time or desired further informal discussion. None of the stakeholders had any prior
.. experience as a focus group research participant.
Focus Group Feedback and Follow Up
At approximately three weeks after the focus group interview, each stakeholder
was posted a hand written personal letter of thanks (Appendix W). Al three months
after the focus group interview, a post interview memo (Appendix T) with an attached
copy ofthe transcribed interview was sent via email to each focus group participant.
Names were coded using the first two letters of each participant's pseudonym. The
stakeholders were invited to check their conversations for accuracy of interpretation and
for any data that they felt were too sensitive and therefore require omission from the
original transcription. In addition, a copy of the six original focus group questions was
listed at the end of each stakeholder's copy of the transcription. Each was asked to
make further comments to these questions if they SJ desired,
All responded that their transcription was accurate apart from typos. Three of the
10 stakeholders offered additional feedback (Appendix X) via email in response to
questions one and three. One stakeholder added further clarification to a statement and
requested that the name of a hospital be omitted. All written feedback was added to the
original focus group transcription in The Ethnograph software program by the
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researcher for the purposes of data analysis. The data from the interview was explored
to evoke ideational, interpersonal and textual meanings (Eggins & Slade, 1997)
concerning ANS and education.
The Transcriptions
Transcribing of the interview data was not difficult mainly due to \he quality of
recording and selection of technological equipment. Even so, there were four occas' ·Jns
during the interview when the discussion was overly animated, resulting in muffled
multiple comments or simultaneouS'\1~ughter or both. However, reviews of the tape by
the researcher enabled identification of the overlap of participants in three of the four
animated vocalisations. This was because the researcher was not only close to the data,
but was able to maintain recall owing to the relative short time frame between the
meeting and transcribing of the interview. The use of quality recording equipment also
enhanced the process.
Ana1ysing the Interview Data
From the researcher's perspective, the data from this focus group interview were
obtained by an interviewer who not only experienced similar interactional roles as the
participants, but examined the data from a socially contextual perspective that
encompassed critical reflections from a purposive group of RN executives as
stakeholders. In support of using a focus group interview as a means of data collection,
group interviews" ... seem more appropriate when the researcher has specific topics to
explore and is not interested in private aspects of people's lives" (Taylor & Bogdan,
1998, p. 115). With this in mind, the researcher attempted to pursue questioning from a
group that was representative of the public domain of nursing. However, this did not
eventuate because in order to come to a closure of the interview, the researcher_ asked
each of the stakeholders about their personal experiences when advancing their practice.
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While the questioning remained focused on the topic on hand, some stakeholders
not only voiced the uncertainties that many nurses faced, but also their own emotional
sensitivity surr~Jnding the changing and sometimes arduous nature of nursing work and
advancement through education. In recognition of this dialogue, the researcher felt
reservedly confident at the time of the Interview to ask each participant to respond to an
additional sixth and concluding question mentioned earlier. This personalised
questioning allowed for individual reflections within a group, based on his/her personal
experiences as an advanced practice nurse. The results from this line of questioning is
covered in the theyne namely, 'personal philosophy' and is discussed later in this
chapter.
Characteristics of the Focus Group Data

r!

On final completion ofthe data analysis three themes and 27 code words (Appendix
Y) emerged with a family tree (Appendix Z). This former appendix lists, categorises,

and identifies the frequency of the code words. The discursive themes emerged as
firstly, 'the debate', which describes the stakeholder and employer concerns about ANS;
secondly, 'the solutions' that describe the desired pathways for ANS; and thirdly, 'the
personal reflections' that outlines the personal philosophy that the stakeholders upheld
about ANS and education, These themes provided a discursive understanding of ANS
and education, which in tum provided a reconstruction of ANS and education.
Introduction
The data emerged as a discourse of the phenomenon of interest. These included:
a) issues that impact on nurses who undertake advanced specialisation,
b) solutions that describe a desirable pathway a nurse should take in order to
pursue specialist practice, and,
c) experiences that were reflexive of the stakeholders' ANS and education.
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ToJl!iber, these three themes complemented the analysis that from a postmodern
perspective, is considered a rational moral and political discourse (Outhwaitc, 1994)
about ANS and education.

The Debate: Stakeholder and Employer Concc~s
Emp\l_,yer concerns and issues strongly supported two scenarios. The first was the
understanding about gaining mutual responsibility between the executive nurse and the
8.dvancing specialist nurse. The second was the understanding of mutual responsibility
between the clinical agencies and the education provider such as university schools of
nursing,
I am saying if! give them (advancing nurses) a hospital course, then I have
an obligation to submit it to your [the u11iversity} curriculum review and to
every other university's curriculum review so that we do this in
partnership ... ... (Debra).

Within the tcenarios, the stakeholder, felt that the clinical agency or hospital should
be responsible for the validation and recognition of the advancing specialist nurse
clinical expertise as well as their knowledge. The university on the other hand should
target the academic rigour nece~sary lo undertake nursing research:

This is a,1 ongoing debate ...... Say for example, the critical care program or
the emergency nursing program. Both ofthose ill my mind provide a
clinical specialty base where people can learn the advanced clinical skills
and the theoretical k11owledge specifically related to that c/illica/ specialty.
And they come out with a graduate certificate. For those who want to put
that into the broader nursing co11text, and the broader professional co11/ext
with mare academic rigour and research, it articulates to allow them to go
into the masters program with ... advanced standing••.. Also as a haspitalwe
want to look at and actually try to establish those links with all universities
(Debra).

Whether an advancing sp~cialist nurse working in a hospital should be involved in
research or undertake a research project for example, remained a dilemma. The rhetoric
continued throughout the interview about the undertaking of research and the
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responsibility orthe employer or the university to enable the RN to undertake a project.
The majority of stakeholders was concerned about the added demand that the 'doing' of
· research placed upon a nurse while advancing as a specialist or once graduated. More
significantly, the group acknowledged that there was a general but false perception that
all nurses should undertake research. The majority of stakeholders deemed this an
unnecessary requirement. It was suggested tbat only those nurses who wished to
advance into a master by thesis program or Ph.D studies should unde1takc research.
Mutual Responsibility
All stakeholders indicated that they had a mutual obligation to the profession as a
whole and to the advancing specialist nurse in particular, to ensure that slbe is offered a
worthwhile clinical experience while studying. In order to maximise their effectiveness,
they believed that hospitals or agencies needed to have the resources such as
experienced specialist staff to support the advancing specialist (Sally). 2 Furthennore,
both public and private employing hospitals should collaborate to open placements
between all clinical facilities and interchange of students as negotiable (Pauline),
particularly when only limited places are available for advancing specialists in palliative
care for example (Heidi), In so doing, the stakeholder, as an employer, should be
accommodating by allowing the advancing specialist to adjust his/her hours to fit with
their studies (Debra).
Some stakeholders suggested that hospital advanced .clinical programs were better
able to support students because "they can pay them, making it much cheaper for the
student than going through the university structure" (Debra), This enabled the nurse to

I Letters in parenthesis nre the names of each stakeholder's pseudonym. These include Annette; Carol;
Cherrie; Debra; Gary; Heidi; Leisa; Mnrtine; Pauline; and Sally.
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work while studying. There were two parallels to this suggestion. The first was that a
student may find it possible to earn nn income nominating his/her own work schedule

by working a choice of shifts wi.th a nursing agency and study in an area of
specialisation such as midwifery or mental health. This was evidenced in Part A when
,,
Olive did just that, to enable her to advance in mental health nursing. This choice
however, was dependent on the chosen area of specialisation. As a service to the
community, hospitals can only offer a course that reflects their services. Not all
hospitals for example have an ED or large operating suite that services a number of subspecialties such as plastic surgery or neurosurgery,
The second parallel was thrJ the majority of postgraduate advanced specialist
programs within an acute hospital such as emergency or critical care nursing were
known to be undertaken in collaboration with many universities in Australia. The
stakeholders felt that this directly related to enabling the advancing specialist to gain the
:(.:

appropriate clinical knowledge and competencies. However, other specialisations such
as orthopaedic or gerontological nursing could not be considered a priority in a large
hospital and therefore, not be offered as an area of specialisation. Therefore, it was felt
that the prospective advancing specialist who chose a specialty needed to carefully
check the difference in costs to him/her and that the area of specialty considered to be
what slhe desired or how the program articulated with a higher award.
Furthennore, the stakeholders supported the notion that they had a mutual
obligation to provide advanced education so that all agencies could benefit from
employing a new ~pecialist graduate. They felt that RNs, on completion of their course
in a chosen specialty offered by a hospital or agency, were not obliged to work in the
same agency in which the~ worked while advancing. In short, the mutual
responsibility needed to be shared between agencies. Furthennore, there was no
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requirement for the agency to place a bond on the RN such as the extension of
employment for example, for the salary, support and experience that an agency or
hospital offered an advancing specialist during his/her course of study. The nurse
should only be required to enter into a joint contract for the expected duration of the
course, It is therefore, up to the potential graduate of a clinical specialisation to
investigate the quality and suitability of the clinical component of a course that they

wished to undertake, The nurse who intended to advance in an area of specialisation
offered by an institution should be prepared to ncgoliate and understand any contract
thats/he may enter into for the purposes of advancing in an area of specialism.

Mutual responsibility or obligation from the advancing specialist perspective was
not so tangible from the stakeholders' point of view. One stakeholder questioned what
the RN could offer the hospital, university or profession in return? To overcome this
dilemma, the stakeholders felt that the advanced specialist should take an "active role in
leadership, [such as active membership of their professional organisation} mentoring
and encourage evidence-based practice" (Sally) and "have the ability lo recognise the
need for change" (Annette).

I think with the reducing skill base ofthese nurses, that we do have to work
in collaboration with each other to ensure that they gel the appropriate
practice experience and that they then have a worthwhile experience while
they are .;tudying, That whe11 they come out tho/ they ca11 deliver good
quality best practice service wherever they work. And we have to look al
sharing those skill bases, whether it's public or private ill which we do
already. It's a very informal agreement but I think ... It's made formal a11d
[that} it's a great exper/e11ce 011d staff will enjoy it (Pa11li11e).
Barriers that Impacted on the Moving Toward ANS
The rhetoric surrounding the 'doing ofresearch' remained. Two stakeholders
thought that nurses in general wern unable to interpret the research literature. However,
all agreed that the research skills gained by the advanced or advancing specialists were
required to ensure the move toward evidence-based practice rather than continue with
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practice that had no legitimacy in tcnns of empirical understanding. Nursing has had a
tong record of practice that is often embedded in ritualistic behaviours (McCoppin &

Gardner(I994). The irony here was that even though there was a global mov~ !oward
evidence-based practice, Debra felt that the rcsulta'll changes in practice were very slow

because of the difficulty in specialists undertaking ongoing research.
Suffice to say this group was concerned about nurses' lack of research knowledge
in general. However, as indicated earlier, the majority of stakeholders did not believe it
necessary that all nurses including the advanced specialist should be expected to have
expert knowledge about the research process. The elimination of research activities was
seen on the one hand as a mutual obligation whereby the stakeholder could reduce the
already high workload placed on the advancing specialist. On the other hand, the group
required the advanced specialist to have an understanding of the research process and be
able to critique the research literature so that the hospital could invoke evidence-based
practice. The discourse remained contentious. All stakeholders were ,t1lamant that they
could not foster genuine nursing research because the advancing specialist could not do
research in order to contribute to evidenci>-based practice, until his/her woi'.:Joad in the
hospital was redistributed to enable them to carry out research.
Other barriers to ANS were debated. For example, from Annette's and Heidi's
perspective, even if a nurse wished to advance as a specialist in a hospital or agency that
focused on palliative care or neonatal nursing, few clinical positions were available for
them to negotiate the necessary experience, and therefore, gain the appropriate clinical
expertise. This was further compounded when there were limited opportunities for the
nurse onces/he had graduated and sought a promotion. In Part A of this study, Fiona
also expressed concerns regarding her prospects of promotion in the rural setting, even

as a potential master graduate in critical care nursing. She was not offered a pwmotion
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in her hospital. She however, was in the minority. Five other RNs ;n Part A of this
study gained a promotion, even before they completed their studies. Based on this
study, the potential of promotion for the advancing specialist RN was opposite to what
the majority of stakeholders thought.
According to one stakeholder in the palliative care setting however, there was
very little in the way of promotion. As Heidi slated, "apart from retirement. . .! have
asked that question in my area because of the setting being limited here and if! stay in
the same specialty, there are very few positions that would even come up." The notion
of promotion was more encouraging however, from the private sector stakeholders. For
example, there was room for promotion of the graduate specialist because private
hospitals were not bound by the public sector restriction of a ceiling placed on level 2
nurses:
They usually stay on in the area. We actually can tract them to stay on in the
area. Nothing's legal and 11othi11g is definite about that .•. becar1se they are
so rewarded while they are doing our courses, what we call as clillical
adva11ceme11t programs. They're comprehe11sive in-service programs, two of
which are articulating with X u11iversity, and several ofthose student
/earners have gone 011 to do ffurtherj postgraduate studies. I think they get
a tremendous amount ofpersonal reward out of it. I think they do ii from
their ow11 motivation and incentive a11d I think in time they will get
promotion because oftheir increased ...
Interviewer: Do they get a promotion soon after they have completed their
course at your hospital? Is there room for promotion?
Yes there is (Martine & Pauline together). 711ere is tremendous room/or
promotion in our hospital (Marline), (focus group mixed co111me11/s and
laughter). We don't have a ceiling 011 clinical nurses like I believe you do ill
the public sector (Pa11li11e).

The most disturbing barrier to promotion was the lack of influence the
stakeholders had and therefore the relative slow uptake by hospitals or agencies to
support ANS and education (Debra). The stakeholders wished to offer advanced
specialist courses for nurses to service their hospitals, but did not have the funding nor
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the appropriate staff to develop let alone support a variety of programs, They were
cognisant ofthe need to generate advanced programs but did not have the influence to
gain the funds in order to make the required changes within the public health care

sector. This undennined an otherwise exponential growth and support for ANS and
education in W.A.:
Most people in leadership roles that is everyone in this room, that they will
want to be leaders of change. They wall/ to be involved in it. They want to
start tryl11g to shape the future. I think some ofthefn1stratio11 you are
hearing today is more lo do with the foci that unless you belong to the secret
service club you actually have no influence. So you are working within a

vacuum. And that getsfrnstraling after a while. I would say, l thi11k most of
us would (Debra).
The situation was !',ot the same within the private health care sector. In
comparison, the private health care stakeholders believed that they enjoyed greater
decision-making and the nursing executive was able to ensure governance over which
areas of ANS and education that slhe wished to target (Pauline & Chenie). The
ramifications however, were probably not evident. Decision-making within the private
hospitaJ worked in tandem with the institution's competing forces, such as patient
demand for a specialised service that was cost effective to the organisation, This may
not have been in the interests of the advancing specialist nurse and advanced nurse
education per se, On the one hand all stakeholders were supportive of the exchange of
advancing specialist nurses behveen the private and public health care sectors for
clinical experience, but on the other hand, the private stakeholder could readily decide
to dispense with a specialisation based on the corporate economy of scale. As a
consequence, the prospective advanced specialist nurse needed to be aware of the
private hospital strategic planning before deciding on an advanced course that was
either jointly or solely provided by the private health care sector:
{Change] is happening in both sectors, b11t I think the way it is delivered is
perhaps very· dijferem. That perhaps yo11 read about it in a memo or hear
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about j/ nfter. Whereas [ lhink we (private sector stakeholders] are much
more involved in that process and the decision-making (Pauline). (mixed
comments by group).
But you know whether ii'.\' determined by shareholders or Federal
government policy in terms offimdingfor health care, they have the powers
where they [the private health sector] say, 'we're not go/11g to do that
anymore, we are 1101 doing any heart surgery anymore because we are not
going /o get money for it' despite the fact that you [the public sector
stakeholders] have spent the last JO years developing a pool of specialist
n11rses in heart surgery (Gary).

In respect of the RNs in Part A of this study, the disempowl.'nnent by the

stakeholders to provide sufficient expert staff and at the same time, to fund programs in
ANS for the RNs could be seen as an equal source of frustration. Even though the
majority of advancing specialists in this study rationalised their organisational activities
and negotiated work and study options with their employers, the public sector
stakeholder was restricted in negotiating a better work schedule or a lighter workload
for the RN. Regardless, however, the stakeholder would overwhelmingly support ANS
and education fol' all RNs if they had the appropriate funding. In regard to work in the
private hospital sector however, of the two RNs in Part A, who worked in the private
health care sectors, neither was concerned about any potential or actual lack of support
for their clinical advancement. Moreover, they were prised by their employers for their
advancement as specialists and in return, were praiseworthy of the respective agencies.
Positive Outcomes of ANS: Benefits to the Organisation
All stakeholders supported the work achieved by advancing specialists because
these nurses invoked numerous benefits to their organisations. Specialists were an asset
because they were enthusiastic (Cherrie) and motivated to bring greater knowledge to
the workplace (Leisa & Sally), and actually searched for the evidence behind their
practice (Cherrie). They learned skills quickly compared to the non-specialist nurse
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working in the same area of specialty (Leisa). The majority agreed that the RNs' rapid
uptake during learning required less intensive prcceptorship by another staff member,
saving the hospital time and money. For example, because of the advancing specialist's
study program, they delivered hospital in-service programs based on mutual interests
\I

and wcrc able to initiate and develop staff teaching packages. They were also of great
benefit to the hospital because of their research base (Debra) and they often promoted
best practice (Gary). Their knowledge and expertise impacted positively on the health
care agency, the patient, the community and the profession .

... it's really a quality initiative as much as anything because people in those
programs as was previously menlio11ed, really are involved in best practice.
They are looking at what researchers arc saying. They drive practice and
you will oflen hear the anecdotal comment, you kllow there is a lot of
differe11ce betwee11 a unit with a course and a u11it that doesn't have a
course or an area that does11't have a course (Gary).
The fact was that a unit or department within a hospital that ran a specialist course was
much better off in tenns of attracting staff, profiling of clinical indicators and eff~ting
best practice. The advancing specialist was also more flexible owing to their broader
understanding of nursing management and strived to improve on what nurses did
(Annette). Furthennore, if on completion ofhislher studies the advanced specialist was
happy with the support they received whilst studying, then the stakeholder would be
fortunate enough to retain his/her services (Gary). Fundamentally the advancing
specialists were the same as all other nurses with a few exceptions. They were
considered lo be the clinical leaders of tomorrow because they were "critical thinkers
who display more confidence in articulating their views in a multidisciplinary setting
when the issue is complex and difficult" (Debra). In addition:

They also have quite a wide network probably outside their work
enviro11me11t so that they have actrwlly got a lot ofresources available to
them to leam more things and to bri11g that k11owledge into the work place
as well. But additionally too it might be that because they are motivated to
/eam that they learn more quickly because they are illlo that leamingframe
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of mind. It may be that further down the track they don't have to be

preceptored so closely so again the saving oftime and money. 111ere are
cost savings because you can ac/1/ally perhaps draw back your supervision
ofthese people before you would normally do that (Leisa).

Negative Outcomes of ANS
Cost and lack ofindividual i11terest, The positive outcomes outstripped the

negative outcomes concerning ANS and education. As discussed above, the advancing
specialist'was highly valued by all stakeholders. Even so, many stakeholders remained
sceptical about the phenomenon under investigation. For the purposes of this study,
',I
their scepticism was interpreted as a search for enlightenment that surrounds common
unJ::~tandings and practices associated with education (Smith, 1993). As Sm,ith
asserts, such enlightenment that elevates the political consciousness of people that
participate in professional growth and education decision-making is empowering. The
interview process in this study opened and confronted issues specific to ANS and
education that in reality, the stakeholders believed oppressive to those in the profession.
The stakeholders felt sceptical of the RNs as students, mainly for their motives to
advance, This was because it was felt that some RNs were just seeking a "piece of
paper... [because] it gives them an advantage in pursuing a career" (Cherrie). Similarly,
hospitals had to gamble on whether to give a student study leave or not. A nurse was
able lo leave a hospital as soon as slhe has completed a program (Carol), leaving
hospitals without a return investment. The questio:t for stakeholders was how could this
nil return on educational investment be dealt with? The antithesis to this question is that
earlier, the stakeholders felt that the RN should not be obliged to continue in
employment in the same agency on completion of their studies? The answer according
to the majority ofRNs in Part A of this study was that they at least expected nontangible rewards for their advancement, such as recognition from their peers and from
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senior management. As indicated earlier, at least five orthe 13 RNs in Study A felt that
they were neither acknowledged by their DON (Director of Nursing) for undertaking
advanced studies, nor supported by their peers.
A return to hospital based courses was a solutio:1 where one stakeholder (Debra)
mooted that the nurse earned a salary while studying. One Part A participrmt also
suggested the same possibility owing to the shortage of skilled nurses in the hospital
settings. This issue is significant because the majority who felt that the needs of the
profession w

vital overshadowed individual judgment in this study. This could have

left some feeling disenchanted with the way that nursing education was headed. Even

so, the group of stakeholders did not support this notion. It was considered a retrograde
stL".p and would undermine the advancement of nursing as a true profession. It was
generally agreed that there should be a continuation of the merging of the universities
and hospitals or agencies to provide advanced practice for prospective graduate nurses
who wished to enter into a specialist area of nurse practice. The barrier to advancing
practice was the global cost of education and its impact on individual nurses and other
professions who wished to pursue advancement in his/her career:

And it goes back to this money thing again. You know we have talked about
how costly our postgraduate education is and therefore specialisatio11 ifyou
are going through the university system, and if one looked at it in the wider
community, one would say, 'well what's knew?' I mean ii'.~ expensive for
anyone, not just in nursing (Sally).

Promotional opportunities~ No less significant was the scepticism surrounding
promotion for nurses who undertook formal education in an advanced area of
specialisation. Sally highlighted the rhetoric surrounding poor promotional
opportunities for the new graduate in an advanced specialisation:

But the biggest problem I thi11k is that at the end of it all, there's nothi11g
extra/or many ofthe nurses in terms ofremuneration or even promotion.
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Because you know /o sto~ );,_e career str11cturt! and thejlat1eni11g out ofthe

salaries as people rise, so tliat they may spend a lot of money gelling their
qualifications and they take time off ai1d drop salaries etc. And that would
befi11e ifat the end of it they could see promotion or you know like other
people they were evw promo/ed while they were even studyi11g, hecause of
the value that the employer places 011 that. Brit they don't get that and in
fact if they get a promotion, their salary often drops because they lose the
shifl allowances and things like that. You wonder about the i!Jccntives that

there are towards specialisatio11 ... i11 terms of{their] 11ecds (Sally).

However, this was clearly not the case for Part A participants. Five of the 13
participants who advanced as specialists gained a promotion during their studies or on
completion of their studies. A sixth RN was offered a promotional position even though
she withdrew from her midwifery studies. This was a tangible reward because gaining a
higher salary rewarded the six RNs. Nevertheless, promotion remained a contentious
issue when another stakeholder revealed that nurses in her department who had recently
completed a postgraduate program were purposefully held back from gaining a
promotion because "they have got a little way to go" (Carol). In other words, Carol
suggested that the nurse with a postgraduate award in the perioperative setting in
particular had a false expectation that slhe should gain a promotion. Even though the
stakeholder believed that these new specialists had a sound knowledge base, they
required work experience at the more complex level of care before she would consider a
promotion:
One thing tha't hasn't been discussed here is that you may have a
postgraduate nurse whose successfully completed the course, but he or she
may come back i11/o the workforce, but does11't mean that they are any more
experienced. They may be broader in their knowledge and so forth, a11d
that's something you have to consider. Aud we have got a few young nurses
that /save in fact do11e postgraduate but /hey have got a little way to go. You
can see potential there and they are people who wa11t to go ahead and will
do sometlsing with ii. But the expectation that they just step straight into a
promotional role just because they have done ii becaitse in themselves we
are not doing them a favour (C11rol).
And often yo11 will find that people wiff do that because they dearly want to

212

get into a specialty, but they can't because oflack ofexperience or
knowledge a11d they will rmdcrlake this path lo give them a lead in. And the
other tlti11g is that lt1 some areas like theatre invariably hi those programs
you are i11troduci11g a novice more than you are an expert. So ifyou
ba/a11cc the two, you put the broader professional hat 011, I 1hi11k you should
still support them in the same way that you support the one that is there
(Debra).

The issue of promotion or remuneration from another stakeholdcr's perspective

indicated that a nurse was required to become more competitive and be up front to
negotiate a salary based on his/her advancement. This again was evidenced in Part A.
Andrew, Deidre, Judith and Megan supported similar beliefs about competing for a
position. Any nurse with an advanced specialist qualification had the opportunity to
compete for a higher negotiable salary in the private sector. Howe ,er, there was limited
opportunity for negotiation in the public sector because ofthc public sector award and
EBA (1998) that was in line with the nursing career structure:

In the private sector you would have the ability ifyau wanted to, to put
someone on a work place agreemem to pay them more money. And that
would be open to a11ybody and if they wa/1/ed to do it you know, I could do it
with illdivid11al practitio11ers, if that's what we wallled to do (Cherrie).
Furthennore, once the advanced specialist had completed his/her program, s/he
had the upper hand ifs/he wished to apply for a promotion in either the public or private
health care setting:

I would just like to agree with Marti11e [private sector stakeholder] that a
lot ofpeople don't u11dertake postgraduate str,diesfor promotio11, they do it
for their own self worth. And the issue is too that once they have got a
certificate or a postgraduate diploma whatever it is, that i11 itselflends it,
that if they do apply for a position where ii is esse11/ial criteria or desirable
criteria, the11 that's the sort ofthing that they have (Leisa).

Stakeholder realities-choosi11g with u11certainty. With the nursing shortage and
nurses choosing not to undertake ANS and education, the stakeholders faced a number
of realities. Those working in the public hospitals for example not only worked and

,,

lived with the uncertainty of change related to health care policy, but as Debra
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indicated, did not have enough nurses who wanted to do research because of the priority
,.:;,

on service delivery and resultant workload. Furthermorn, " I think that the metropolitan
health seivice is going through a period 'of major rethinking, except no one knows what

it is. Half of our memos say thnt they are going to announce something in a minute"
(Debra). Furthennore, a\l stakeholders were required to compete between hospitals and
agencies for specialist nurses (Cherrie). Such circumstances even influenced one
stakeholder to include job descriptions for nurses in two Perth hospitals that could not
stipulatlthe requirement for a nurse to have a postgraduate specialist award (Annelle)
to work in either hospital. So severe was the shortage of specialist nurses,' that Annelle
could only request desirability of the relevant specialist qualification. The two hospitals
in question\yere highly specialised hospitals that needed specialist nurses:

Well I don't think there's more chauce ofa promotion wilh a postgrad than
there is with 11otlting. !11 the job descriptio11s I guess some ofthe essential
criteria would be to grade for level 3, that's a UGI. So that's it, where we
are coming from in my two hospitals. But a postgraduale is probably
desirable criteria rather than essr:11/ial in any ofthe specialties including
neonates ... Because you can't discriminate ...... To be a c/i11ica/ 1111rse ill my
area we wa11/ a 11eo11aral certificate, though that does not 11ecessari/y mea11
post grad (Amiette),

Patient acuity that alig11s with a skilled workforce. Other pressing stakeholder
concerns centred on the need for a skilled work force that matched tl>il increased level of
patient acuity. The stakeholders were sceptical of maintaining standards of care to the
patient because the demand for advancing specialists was far greater than the supply. It
was disturbing that there were so few nurses, let alone advanced specialists to cover a
24-hour roster period. New knowledge and understanding about ANS and education
that was enlightening, was almost always overshadowed whenever discussion about the
shortage of specialist nurses was raised. This issue was common and problematic to all
j:>articipants in both parts of this study. Ironically, some RNs in Part A for example, fell
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thnt they were criticised by peers for being overly multiskilled as a specialist. They
wished to diversify their skills because it was liberating for them. In contrast, the
stllkeholders focussed on the practical and technical advancement of specialist skills by
advanced specialists owing to the nursing shortage. Having practically skilled
specialists would alleviate the problem in the short tcnn.
Equally as pressing, was that the stakeholder fell that the level of patient acuity
within all hospitals was continually increasing. As a result, specialisation was defaulted
to the novice nurse graduate:
All ofus are sort ofru11ning under the ceilings ofclinical nurses, which is
011 award base specialties it seems to be about 22%, and i11 the critical care
areas and theatres, that sort ofthing, U's around 30",1,. So whilst they have
gat the jobs 11ow (general discussio11 and comme11tsfromfocus group
members), the acuity has changed a lot but the ceiling has11'1 ...... Seriously
it's probably more, well these guys [other focus group stakeholders} might
want to have a go at me but! think it's more of011 issue in perhaps a
tertiary/quarlemary type offocus ofyour i11stit11/io11. Becartse I would say
that each one of my wanls is like a l 2·months postgraduate specialisation
in its own right ...... Because of /he mix ofthe specialties that you are pulling
i11 there ... Jmea11 it'sji11e ifyou're asking them lo go to the general med
ward or something. But eve11 that now, and the way they manage them, (one
comments, 'a bit scary?. l mea11 you sort ofthink that you have walked into
a high dependency 1111it, not o general medical ward (Debra).
I think that you are very right and I think that we specialise 011r nurses far
loo early. 8111 we haven't got hospital paddocks out there ofgeneral
general and surgical surgical, or medical medical that are so purist.
Everyone ofour graduates goes directly into a very highly specialised, high
dependency, acute area (Martine).
·

Summary
Employer concerns covered a wide spectrum of issues that were readily debated.
In reality there was an excessive imbalance between the supply ofnurses who wished to

advance in both practice and education, and the demand for the specialist nurse
Australia wide. So bad was the situation, a novice graduate who entered the acute care
hospital for the first time a~ a RN was required to function ns a specialist within a
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specialty setting (unanimously agreed), This placed unrealistic expectations on the new
graduate as well as on the stakeholder to deliver complex patient care. The reality was
that ''nurses [inexperienced new graduate nurses] had the jobs but hospitals needed
advanced specialists to handle the increasing patient acuity" (Debra). Hospitals were
simply not funded to deliver the number of courses that reflected the wide range of
specialisms. Therefore, they did not have the resources to enhance nurse specialist
skills let alone foster a culture that considered research knowledge and skills to be
necessary for evidence-based practice. Worst of all, the stakeholders believed that they
were unable to offer the advanced specialist remuneration or a promotion, particularly
in the public sector.
With these concerns, the group of stakeholders was restricted by how little they
could afford in the way of clinical advancement and educational support for the
specialist nurse. However, they strove to provide mutual support for the individual
advancing specialist. They continued to search for answers against all odds-they were
wilJing to collaborate with universities and other hospitals to ensure quality education
and negotiate individual support to prospective advancing nurses because nurses who
had advanced in an area of specialisation were overwhelmingly beneficial to the
organisation. The payback was that the advanced specialist nurse empowered an
organisation to deliver quality care to tbe patient.
The Solutions: The Desired Pathways that Promote ANS
A discourse about ANS and education enabled a debate ofstakeho;ldcr concerns
about the phenomenon. The discussion not only identified the shared problems
associated with ldvanced practice, but also stakeholder solutions to assist the nurse and
stakeholder to gain advanced status that proved to be mutually beneficial. The
researcher referred to the proposed solutions as "desired pathways" because the
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stakeholders considered they were the best solutions that could be sought to promote
advanced practice within the profession.
Hospital-Based Education
What was most evident was the rejuvenated disc11ssion about hospital-based
courses because of what the stakeholders considered was the high cost of university
education, The irony was that the stakeholders viewed this would be a retrograde step
to be taken by them or the profession. The stakeholders themselves had rendered
enonnous effort to lobby and engineer the transfer of nurse education into the tertiary
sector since approximately the 1970s in Western Australia and Australia. The elevation
of nurse education from the apprenticeship model of training that was embedded in the
service needs ofa hospital, to a tertiary-based model of education, had been a major
achievement for the profession. All the RNs in Part A felt the same. Furthermore, the
stakeholders remained supportive of the continuation of the pre-registration program for
the nurse that was tertiary based and comprehensive in nature.
The change ofheart however, reflected on how the advancing RN could progress
in his or her area of specialisation. Such a statement raised the notion of automatic
transfer to an area of specialism within 12 months of graduate nurse experience as a
comprehensive but novice RN. Other questions were raised. For example, should all
nurses pursue advanced specialisation? Is there no place left for mainstream general
practice? Owing to the iliversity of patients' needs in society, the diversity ofmultiskills
desired by the RNs in Part A, and the stakeholders' concerns about the increasing level
of acuity in the hospital sectors, nurse specialisation was considered a reality and
essential for the provision of complex health care.
The group of stakeholders nonetheless, supported the individual choice by a RN
to undertake advanced practice, but with the option to undertake a program either
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through a hospital or university or both. To enable continued advonccmcnl within a
specialisation to master level for example, articulation of II hospita\.bascd program to a
tertiary equivalent was necessary. Even so, the philosophy and quality of hospital
programs was disputable. However, ifa hospital had "QETO status" (Leisa) that is, was
acknowledged as a Quality Endorsed Training Organisation (QETO), then this qualified
a hospital to develop and deliver continua\ educalional programs, including specialist
programs for nurses:
And l know that (X Hospila/) has just got QETO status a,1d part oftlwt Is
being a registered training provider with industry and (Y Hospital) has that.

And /just think that more and more you are going to see that hospital type
based programs comi11g back in because tlzey Ore not going to cost people
that amount of money. I11ey are going lo be more tailored to the needs for
the nurse. I'm 110/ putting u11iversity out. What I'm sayi11g is that I think
there have to be both. But I think that it's got to be acceptable to both I
suppose too (Leisa).

To this end, this group of stakeholders was alerted to the limited range of
specialisations referred to within this group. Their concerns were representative of just
12 specialty areas (see Table 1), namely, emergency nursing (Debra, Gary & Leisa),
critical care nursing including intensive care and coronary care (Cherrie, Debra, Gary,
Leisa, Pauline & Martine), renal, neurology, and oncology nursing (Debra), paediatric,
neonatal and midwifery nursing (Annette), palliative care (Heidi), and perioperative
nursing (Carol, Debra, Gary, Leisa, Martine & Pauline). In the Austtalian context in
1997, seven broadband nursing specialties that subsumed some 58 subspccialties
(Russell et al., 1997) was identified and categorised. The stakeholders understood that
the list of specialties would continue to evolve. Even so, the areas of specialisation
outlined were significant to this group of stakeholders and reflected the desperate need
for these specialist nurses. The stakeholders wanted to gain qualified and advancing
specialists to service hospitalised and community patients. They believed that
specialised hospital departments should drive the development of specialist courses for
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nursing staff. These hospital departments in turn should drive the articulation of these
courses with the university.
Even so, some stakeholders felt that if such an approach wa.~ .engineered, it was
possible that a nurse that chose to undertake an active education profile relevant to
his/her clinical skills, may be considered an advanced specialist even though slhc may
not have any research skills (Debra) while undertaking a hospital-based course.
Furthermore, those who proceeded to undertake nursing research rather than a clinically
advanced specialisation through a university should consider that they were undertaking
another specialisation:
I was faced i11 a situation where I had a very higit percentage of1zo1•ice
nurses in my hospital and I needed to upgrade them quickly. And the only
way that I could upgrade them quickly was to develop these hospital based
courses for them. Because they gol paid, they were taught, they were
educated and also that we put some rigour i11to the curriculum so that
several ofthe courses could articulate and that they could go on and get
some credit for it. So I think we're developing programs out ofthe 11eeds
situation (Pauline).
This is an ongoing debate amongst me and a couple of my colleagues at
least ... lhe crilical care program or the emergency mirshig program, both of
those in my mind provide a clinical specialty base where people ca11 leom
the advanced cli11ical skills a11d the theoretical k11ow/edge ... For those who
want to put that into the broader... professio11a/ co11/exl with more academic
rigour and research, it comes and it articulates in to allow them to go into
the masters program with [X} points of advanced standi11g ... ... lt ml>:es
together more effectively, the academic rigour a11d the research that you
want from with the clinical experience, expertise, practice a11d knowledge.
So I see it more as a heller comi!Jg together (Debra).

The stakeholders in this study subscribed to the joint pursuit of ANS and
education by both public and private hospitals, They desired hospital or agency support
for all nurses to advance in a specialisation even though some advancing specialist
nurses would be set up to leave a particular hospital (Annette & Debra). Part of this
support included a leadership structure that incorporated senior Level ls at the ward
level so that the hospital could have a complement of innovated staff with the
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appropriate knowledge base (Debra). To enable this, four stakeholders felt that they
must accommodate the nurses' hours to fit their studies for those going through either
the university system or the hospital based system. Five of the RNs in Part A supported
this, These individuals described how their employing hospital enabled flexible hours
of work to fit with their study program commitments.
All stakeholders recognised that an Rb'Teemcnt between the private and public
hospitals and universities that was mutually beneficial was necessary because of the
need to be increasingly budget conscious (Gary). They also indicated that the research
ethic should be maintained, but done with a little more of a modest ambition, that is,
less of an expectation that one nurse alone can undertake a project (Sally). Financial
support was a must for a nurse to undertake research. Furthennore, any research
problem should be identified by the advanced or advancing specialists working in the
hospital (Cherrie), the stakeholders should stress and communicate the importance of
nursing research to their staff(Cherrie & Sally), and that four stakeholders believed that
research must be done in collaboration
with the universities. To this end, the
,,

,,

stakeholder must selectively ~hannel those advancing or advanced specialists with
1'i

research interests and prepare'\nd support them at master and Ph.D level. It was
considered that this approach wou,l_d give the hospital and the individual nurse the
desired leadership needtitf by the 'profession. "Ideally you would [be] co-located on the
same campus where the interface between your academic staff, your research staff, your
clinical staff, your undergraduate and your postgraduate programs ... is one collective
body that just generates a hum about it" (Debra).
Sharing of Strategic Goals
The second solution to undertaking a pathway toward ANS was considered
imperative. The stakeholders as employers, should keep the staffinfonncd of changes
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taking place in both the private and public health care sectors. This was because health
care policy and directions were cominually in the balance because of changes within the
health care bureaucracy. Therefore, ifthey did not effectively communicate the
organisation's and profession's goals and strategics, halfofthe stakeholders felt that
their nursing staff would otherwise read or hear rumours to the contrary. The outcome
would be erroneous perceptions by RNs about management decisions. Therefore, as a
stakeholder, they must continually filter infonnation to their staff. These were similar
sentiments expressed by the RNs in Part A.
From the public health care provider perspective, stakeholders had an obligation
to the wider health community to prepare advanced specialists (Gary). This statement
generated f~er discursive discussion owing to the perceived heightened responsibility
and moral obligation the public sector had compared to the private sector to provide
care to the community. The stakeholders from the private sector claimed that they were
equally committed to an increase in the skill base of nurses and service to the
community (Pauline). However the dilemmas prevailed, for example, one stakeholder
from the !)Ublic sector revealed how her department decided to halve the number of
clinical nurse specialists in her periopcrative department. There were too many chiefs
and the role had become distorted and never clarified (Carol). This exemplified the
dilemmas that these stakeholders were continually faced with. On this occasion
however, the decision was not based on a cost-cutting exercise, but on a need for a
leveling oflcadership. In contrast, the stakeholders from the private sector claimed that
they were certainly making an impact on the profession and the community at large by
running courses that articulated with the university (Pauline). After all, it was to their
good fortune that they were more involved compared to the public health counterpart in
the decision-making process with the hospital's executives to create and fund advanced
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courses for nurses. Furthennore, they were able to make room for promotion as desired
because they did not have a ceiling on the number of Level 2s as did the public health
sector:
The other side of ii I guess in a tertiary or quarternary hospital is that
you've got to look at your obligation lo the wider health community ill
preparing people. And where that obligation stops is, is an imeresling
discussio11 point whether that extends to providing stafffor the private
sector, developing and providing stafffor the private sector because the
private sector often does rely on a well trained stafffrom the public sector
(group rnmb/ings, 'ca11 ljump in here?', 'oh I would absolutely disagree

with that,' blurred laughter a11d comments) (Gary),
Swmmuy

The desired pathways and solutions were primarily related to a merging of
responsibilities to support the continuation of ANS and education for all nurses. Joint
hospital·based courses (including both private and public health sectors) should drive
the demand for specialist education and in so doing, should articulate their courses with
university courses at the postgraduate level. There was the discourse however, as to
which specialisation was more pressing and whether a limited number of specialisations

"

should be created,-j,articularly as members of this group of executives worked within
the acute hospital environment. What of nurse specialisations that were serviced
outside of the hospital sector? These were numerous and included primary health
nursing, school nursing, family planning, men's health, women's health, adolescent
health, mental health, education, occupational health and infection control (Russell et
al., 1997),just to name a few. On review, five of the 13 nurses in Part A respomled as
participants from this milieu.
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Personal Reflections: A Phllosopliy ofANS and Educat/011

Jntroduction
From this theme it was evident that each stakeholder remained sensitive to the
plight of nurses working in the hospital sector. Tnis was in contrast to what the RNs in
Part A thought. Firstly, the stakeholders believed that they could not accept the changes
to a corporate style of education based on the user pays system of advanced education.
Therefore, it was an expectation that the hospitals should provide continuing and
experiential education for all advancing specialist nurses. Secondly, they were
cognisant of and well prepared to work within the constraints of the health care
bureaucracy and therefore, prepared to seek new ways of servicing the public and at the
same time employ a complement of skilled and educated specialists in collaboration
with universities or the like. Thirdly, they were morally bound and therefore accepting
of how some groups of health care professions including nursing, were marginalised
because of the work of caring that was undervalued or silenced by thr. hegemony of
economics. Therefore, unless they or other nurses were not passionate about an area of
specialisation, s/he would remain "miffed" by the pursuit of advanced practice and
decide that advanced specialisation offered limited or no rewards for the effort required.
The stakeholders were well versed in the politics of health care, the constraints that
nurses and advanced specialists fac~, but continued to strive for the promotion of ANS
',:.,

a'nd education.
Personal Philosophy About Nurse Specialisation
Based on their own experiences, the stakeholders indicated that continued
education in the form of postgraduate studies in nursing or a related discipline was
extremely beneficial for a senior manager (Annette & Debra) or corporate educator
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(Leisa & Martine) like themselves, for example. The pursuit of a clinical!y focused

specialisation within a hospital such as midwifery (Pauline) was also considered

beneficial if a nurse had a goal to become a DON in the rural setting. Overall,
postgraduate studies were deemed pertinent to the nurse's potential (Martine) as an
advanced specialist, and considered by the group as a worthwhile experience. The RNs
in Part A felt the same; their professional profiles were heightened because of their
advancement.
On review of Part A, nine of the advancing specialists were equally supportive of
the inclusion of managerial knowledge and skills by either default or because of
projected necessity as an advanced specialist. While working as a rural/remote area
nurse, Helen for example indicated how she required management skills because of her
remotd'~ractice. The particular skills she needed pertained to managing her budget as
well as office filing and computer skills to ensure effective communication with the
Council for Remote Area Nursing Association (CRAN A) or to maintain pathnt
documentation for the purposes of medical support and quality assurance. From the
mental health nurse and critical care nurse perspective Olive and Karen were adamant
that knowledge about managing conflict within a health care bureaucracy was esseri,tial
for the advancing specialist. The nurse was able to see the bigger pictllr.'. That is,
nurses were not only able to understand where they were situated as a health
professional, but able to deliver non-judgmental care to the patient.

The continued discourse between ma11agemenl a11d clinical specialisation. What
the stakeholders conceded to was the discourse surrounding ANS per se and the
emphasis on management rather than pure clinical expertise. The group's sharing of
personal philosophies about the efficacy of ANS and education indicated that because of
the "academic rationalist argument" (Debra) within social health policy, there was a
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priority to gain, resources for the services that the advanced practice nurse provided.
This required an advanced specialist to gain management expertise and such a priority

undermined the need for a pure clinical focus for advanced specialisation:
Well I da11'/ know whether it'.,just a trend or whether it'.r a permanent
change, but I suspect the number crunching emphasis it will he perma11enl
until we have a11other boom and there's a bit more money to throw around.
In that environme11t you 11eed to have the eco11omic ratio11alist argument
with them, You need lo be able to look at the balance sheet mid know what
they are talking about, you need to look at the profit and loss statement and
/mow what they are talkilzg about. You need lo be able to deal with all those
issues and not just come out with a pure cli11ica/ focus to win what you need
to win in terms of resources for the ,~ervice you are trying to manage
(Debra).

Some stakeholders revealed Liat they changed their persona) philosophy about
their educr.;lon soon after the nurses' career structure (Attrill, 1988) in W.A. was
implemented. RNs that were already in the work place, including the most senior to the
least experienced, Pf,11:eived that they were forced to undertake a degree in nursing
within a university before they could gain a promotion (D~bra). A conversion degree
for them and for current RNs was simply a means to an end (Debra & Pauline), Some
felt at the time, that their work experience accounted for nothing. The irony however,
was that their conversion studies and, since then, their continued studies, gave all
stakeholders the discipline and confidence to present a stronger academic argument and
to he on equal terms with other health care professionals. Furthermore, the en tree to
s~bsequent studies for five stakeholders, in a Master of Business Administration (MBA)
or similar, for example, had augmented their management skills and board-room
knowledge of finance. Furthermore, their accounting knowledge and the understanding
of the language when they sought a senior management position such as a DON were
enhanced. Similar sentiments were expressed by five of the stakeholders who focused
on education or research as the!r preferred specialism within nursing.
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In addition, undertaking a research study (particularly at Ph.D level) relevant to
nursing enabled the nurse to investigate problems relevant to practice and to be ablc to
articulate and critique an argument both orally and in writing (Gary & Sally). However,
whilst the rewards of obtaining a Ph.D were personally gratifying, it was not absolutely
necessary for a nurse such as Gary. He found that the personal cost in terms of family
dishannony, financial outlay and continued stress of balancing executive work, study
and family or social commitments, were enormous. Any tangible rewards such as a
promotion or financial reward for example were not immediately evident. Gary had just
in the last few months, obtained his Ph.D. It is significant to note that during the
interviaw, two stakeholders revealed that they had obtained a doctoral award, both in
the natural sciences, outside of a nursing faculty, but reflective of nursing as a
discipline:
I am now sitting herewith a PhD that may be of1w direct rise tome ill the
future. What ii has la11.ght me however, is how to inquire, all the poiIlls that
11 Debra made about being articulate, beillg able to put a report together, how
to write, lww to critique things a11d that. So on balm,ce I don't regret doing
it but ifyou ask me what value I have got 011/ of it, I can 'I say that in terms
ofcareer progression I needed to do it. I did11't need to do that (GaiJ~·
q

And [found that quite good, the different exposures to the dijferellf
professional groups, that good grounding in what you 11eed to argue in any
board room or with a11y executive or senior executive abort/ where you arc
coming at, using arg11111e11ts that they can understand. Because i11creasi11gly
you see them comingfromfi11a11ce, acco1111ti11g, general management
background so you have to u11dersta11d the language, you have to know how
to use it to your advm1tage (Debra),

Empathising with the Advancing Specialist
The moment that a stakeholder discussed how a nurse could advance in his/her
practice, empathy unfolded regarding the cost of postgraduate education a nurse must
shoulder. Here empathy relates to the understanding of the tenn in its original technical
sense as "motor mimicry'' (Goleman, 1995, p. 98) of the stakeholder. For example,

i\
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empathy was felt when some stakeholders described the misery related to payment for

their own education to advance in nursing, Such a reaction was similar to how the
stakeholders perceived nurses of today must find it difficult to survive while trying to
work and study, and in the majority of cases, care for a young family. The bottom line
was that a nurse who pursued ANS and education must cam money. Furthcnnorc, there
was no incentive to undertake advanced study if nurses still desired "a life" (Carol)
outside of their nursing work.
The stakeholders refi~cted on the hospital-based model of ANS and education

where nurses not only had to take a drop in their level of pay, but in some cases, a drop
in their hours of work to enable them to balance their work with study. Many of the
focus group members shared similar experiences. In Part A of this study, one RN felt
disenchanted when sh~'had to take a drop in salary to advance her qualifications in
critical care nursing. Fiona was particularly disenchanted because her experience,
advanced skills, and continuing education in the ED were not recognised. When she
recently completed her graduate diploma course before advancing onto her masters, all
students who undertook a hospital-based critical care course, were employed on the
lower pay scale by one agency, regardless of their current higher level of pay or
position. Surprisingly to some stakeholders, the situation was feH to be no better now
than it was 10-20 years ago, even though nurses had more flexible access to advanced
specialist courses through the tertiary sector. The HECS fees and fee-paying courses
'

per se were a "double-wammy" (Debra) because many nurses were required to reduce
their hours of paid work. They had little choice but to take on part time work, mainly so
that they can negotiate practice with another organisation that has the relevant clinical
mix of specialist skills in order to meet their required professional competencies, such
as palliative care or perioperative nursing competencies, They are required to irade off
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pennanent status, and in the process not only lose a career path and pay, but leave
provisions including maternity leave and superannuation entitlements.
From the researcher's perspective, working casual work with an agency for

example may have provided an answer for many nurses to gain control over their own
working hours. But this also comes at a cost to some, particularly if a nurse did not gain
a scholarship that at least covered the cost of course fees. One advancing specialist in
Part A however, did just that. Olive for example successfully supplemented her
scholarship income with agency work as desired, and enjoyed the flexibility and control
over her extra work. Even so, the casualisation of nursing work did not emerge from
the Part B focus group interview. This was likely because of the overriding shortage
and need for specialist nurses at the time of the data collection.
Some stakeholders reflected on the times when hospitals were able to either plan
for or rely on their workforce, by including health department funded programs for a
nurse's ongoing clinical expertise. These programs provided them with a ready made
competitive work force that was guaranteed, as long as nurses enjoyed acute care
nursing or wanted to work in the ICU. Whilst the stakeholders conceded that large
teaching hospitals in the main provided a limited range of specialisms, the demise of
hospital-based funding programs for ANS gained wide criticism from a number of the
stakeholders, That is, the employing hospitals of today were unable to guarantee
staffing with advanced practice skills since the transfer of postgraduate programs
(Cherrie & Debra) into the tertiary education sector. As a result, it had become harder
for nurses in the work force to gain specialist skills.
Stakeholder Future Planning
Regardless of the resentment felt ofbcing unable to obtain an ongoing supply of
advanced specialist nurses because of the shortage of nurses and since the transfer of
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nurse education into the tertiary sector, the majority of stakeholders supported advanced

education for themselves as well as others. Even though they empathised with the
·- advancing specialist nurse of today, they wanted to continue in their own studies and
work. Some found recent middle management courses rigourous but fulfilling. Their

ongoing studies would benefit them in their ongoing employment (Annette & Martine).
The educational knowledge and people skills that they obtained would enhance any
projects they w.:re to undertake in private practice on their retirement from executive
nursing. All had benefited froth their ongoing advanced studies, as had the majority of
RNs in Part A. All participants in both parts of this study were willing to undertake
additional studies to enhance their professional development:
I am going to conti1111e to do study when things settle down a bit. So Ifi11d ii
for me personally it's extremely beneficial (A,melle).
And I am currel/l/y e11rolled in a compa,iy director's course at UWA so I like
study, but certainly postgraduate study is somelhillg that I think as an
individual, is pertinent to your ow11 pote11tial lo be motivated and pursue
your own career. I certainly enjoyed mi11e (Martine).

Negative Experiences of ANS
Halfofthe stakeholders in this group described negative experiences relevant to
their pursuit of advanced study. The negative experiences included the stress of
working full time, the time involved in weekly travel between two major towns to
attend university, the imposition of adding academic rigour in a nursing program in a
relative short time frame, and the Jack of recognition of prior learning (RPL) at the time
of her studies. The RNs in Part A had the same negative experiences. Having to
undertake a research project required enonnous time and effort for one stakeholder, but
not so for others. Even nurses of today simply cannot do all that, including research and
look after a family and work (Debra). Literally nothing had changed since the
stakeholders undertook their studies. Nurses are required to do everything on the run.
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Another found her management studies pertinent but unable to really enjoy them

because she was also commissioning a department of a hospital at the time (Carol).
Another stakeholder raised the issues of stress in tcnns of reduced time with the family
as well as being able to enjoy other recreational activities and skills in the home such as
brick-laying (Gary). The cost was one of personal sacrifice and not quantifiable. The
RNs in Part A felt the same.
Positive Experiences of ANS
Positive experiences far outweighed the negative experiences the stakeholders
faced while undertaking ANS and education. The positive experiences for the RNs in
Part A were also evident, but the rewards were mostly intangible. Similarly, all 10

stakeholders indicated that their experiences in advanced education was attributed to the
stimulation (Sally & Heidi) they gained. This was accessed when they socially
interacted and worked with other groups ofresearchers (Sally), when they could
legitimately call study time as their time and no one else's (Heidi), or when their studies
were enjoyable because the study was applicable to their work for example, as a
corporate educator (Debra, Cherrie & Martine),
A MBA or postgraduate management course was good grounding when one
needed to work as a senior manager (Debra) or be conversant with financial reports and
budgets (Carol) or grapple with human resource management (Cherrie) .. One particular
stakeholder enjoyed studies over a period of 10 years even though she was a widow and
sole parent of her young children at the time. The qualifications she obtained made a
big impact on her career. Another two stakeholders enjoyed their midwifery programs
because they felt part of a cohesive group in a hospital-based program and were able to
earn money at the same time {Leisa & Pauline), This was similar to Karen, Diedre and
Helen, in Part A of this study. One stakeholder however, did not even use her new
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midwifery qualification but nevertheless, recalled the experience as rewarding, In !Im
main, postgraduate studies in education and curriculum building for example broadened
their thinking and development as people and as professionals. Meanwhile,
involvement in research at the Ph.D level was personally enriching even though it was
not absolutely necessary to undertake. From all of this, the nexus remained. If a nurse
chose to advance in his/her practice then it was the most positive experience but at the
same time, the most stressful and therefore a negative experience. The nurse caught
within this nexus needed to be able to balance the positives with the negatives:
My last experience wasn't such a long time ago. It was a /111111011 resource
management a11d development course a,1(/ fhat was 11ot i11 nursing either.
And I remember that as being a very positive experience because I was
tryi11g ta teach myself!hrough that, ways to gelling i1ifarmatia11 across to
people a11d make it yl111 ,'riww,fim and all that sort ofstuff. So my memories
ofthat have been ve,Y positive ...... the group ofpeople that we worked with
in that course were/ram a wide variety ofother groups and so ii was very
different from what I was used to. B11t I did do it becm1se at that stage I was
looking at a career more in staff development and it was going ta add to my
qualifications and my understanding aflww to do the job I suppose
(Cherrie),
But I just loved the ed11catio11 (nurse education) and then that really got me
thinking along the lines ofeducation so I guess far me that really chose my
pathway for me ifyou like. And I really enjoyed that. 17ien I went on and
did postgraduate studies. But I only did postgraduate studies because I
wa11ted to have the knowledge and I particularly chase all my topics when J
did my pastgrad and /hey were all 011 curriculum. So it was all curriculum
process developme11/, evalllatia11 and the only reason I did that postgrad
was to get that knowledge. But yes for me it had opened a lot ofopportunity
because I was able to apply for positio11s (Leisa),

Projections for the Future of ANS
The stakeholder felt that no matter which field a nurse worked, their projection
was that ANS would be a requirement in all areas of nursing. This did not come as a
surprise, because even now, there are advanced medical/surgical or generalist programs
available for the new comprehensive graduates, usually with a minimum of 12 months
post registration experience, There was no real turning back the clock to nurse
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education based on an apprenticeship model of training. Whal they expected was that
advanc~d specialists would be the leaders and mentors of the future. As the RNs in Part
A also felt, they not only had mentors, but now acted as a mentor, were actively
involved in professional organisations, questioned their practice, sought best practice,
and offered collegial support for others, owing to their advancement in an area of
specialisation:
I would expect these nurses to take an active role in leadership, mentoring
J1111ior staff. encouraging evidence based practice by questioning existing
practii.}es, reading literature, involveme11t in policy and pla1111i11g committees
and where possible, research projects. They should be sharing knowledge
through education sessions, a11d informally. 'fliey should take up active
membership ofprofessio11al organisations relat'ed to their specialty and
make a contributio11 to the activities ofthe orga11isatio11s (Sally).

Stakeholder sharing of their own experiences was enlightening because of their
sensitivity to the plight of nurses in general and advancing specialists in particular.
They reflected on the positive and negative experiences of ANS and education and
con:inued to support ANS and education in all departments of the hospital clinical
settings. They projected that ultimately nurse specialisation would be a requirement in
all areas of nursing in the future. More importandy, the stakeholders viewed that a
purist clinical advancement program that omitted an unders1anding of management
principles for example would not adequately prepare the advanced specialist nurse of
the future.
In conclusion, the deconstructing and reconstructing of ANS in this study
highlight the desire of the advancing specialist to pursue advancement through
education and at the same time the desire of the stakeholders to initi~te, encourage and
support the advancing specialist even though they were under great duress to do so. It is
possible that it can be interpreted as a more positive version of their desire to foster
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ANS and education. Their desire is, iu reality, 11 part of the socially constructed
existence of nursing practice that is always in a state of flux as opposed to maintaining
an illusion of stability:
... because the whole structure in which yo11 are supposedly leading wul

ma11agi11g in tl,is state at least, gets a major turn around about every 4 or 5
years. And they must have nm out of ideas so they will go back lo the
begi1111i11g, hm it's ,ww for us because most ofus do:1 1/ live that long. Or in

turb11/e11/ limes like at the mome11/, it seems to be a weekly episode (Carol).

Overall, the stakeholders had a global orientation and understanding about ANS
and education; they saw the bigger picture. As a result, they felt that the advancing
specialist should in reality, move beyond his or her crossroads as s/Ju: advances through
nurse specialisation and education:
· /was just going to take up on from what Gary was saying. /11 our
workplace I can think ofpeople we have actively supported to study a11d
advised them at the same lime, 'look you're not goi11g to get a posilio11 here.
You actually have to go out into the big wide world a,1d use the experience
we have give11 you here.' And that's really part of our philosophy is that we
are actively training people to do that (Heidi).

This concept of'moving on' was evidenced in Part A. This is described
in the Part A thematic analysis when the advancing specialists reached a
'meeting of crossroads'.
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CHAPTER EIGHT

171e phenomenon ofANS and education is a nexus between m1rsfog's body of work

and nursing's body of knowledge; the object is texlllrally certa/11 b11t the subject is
structurally i11defi11ite.
Limitations, Recommendations and Conclusion
Introduction
This study enabled the researcher to tease out the professional and sociological
issues surrounding ANS and education and to identify the textural and structural nature

of the phenomenon. Triangulation of two methods of data collection, namely Part A
and Part B, made this possible. The findings identified that living and working, as an

advancing specialist nurse was not a linear journey, but a transitional one. Furthennore,
when the phenomenon was debated by the stakeholders, it seemed worse for them

because they had to accept that his/her management decisions was inevitably
compromised by the every day contradictions experienced within a bureaucracy, be it in
the private or public health care sectors.
The study explored the various dilemmas and assumptions surrounding ANS and
education. Being qualitatively experiential as well as discursive in meaning, the study
pennitted an emancipatory interpretation in ortler to reach an enlightened view of ANS
and education. This was made possible by the circling of data triangulation of two
disparate groups ofnurses who had a vested interest in ANS. As Agger (1991, 1998)
suggests, even though meaning is inherently elusive, henneneutic circling in social
research is vitally necessary in order to decipher social problems. The henneneutic
circling undertaken in this study was a "methodological device" (Schwandt, 1994, p.
121) in which the whole in relation to its parts and vice versa provided the means for
human scientific inquiry. The researcher concluded that the circling within each part of
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this study enabled the communication ortruth embedded in the nested and overlapping

narratives. This claim of truth may be either accepted or rejected by the reader.
Nevertheless, an understanding of ANS and education was founded on the complex
interface between the positive and negative experiences by the RNs. For example, they
had the freedom to choose ANS, enjoyed the challenges pertinent to advancing practice,
gained opportunities for promotion and achieved a liberating personal or public profile
in the process, while conversely, they required perseverance to live with rejection and to
deal with contradictions as they arose. The stakeholders were troubled about ANS and
education. They desired to search for an answer to satisfy the educational needs of the
advancing specialists so that they could meet the demand for a skilled work force and
supply of future leaders like themselves. The interchange between the two studies
provided an enlightened overview about ANS and education.
Limitations
Primarily, examining ponte;:tual social phenomena does not come with a
straightforward set of solutions because living with ambiguity is a reality. The
researcher did not arrive at one sound and all encompassing solution as an outcome of
this study. There was no one best way to go about ANS and education in view of the
disparate nature of nurse specialisations and education programs. It is the nature of the
~ality that was of interest to the social researcher. In the process, this study identified
many situations and possibilities that were often compromising but nevertheless, a
choice that a RN made.
Secondly, the study was not representative of the full range of participants that
reflected the growing number of nursing specialties and subspecialtics outlined in this
thesis. The executive stakeholders in the focus group were representative of just 12 of
the 58 or so established areas of nurse specialties. Nevertheless, they were
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representative of the commonly known specialties such as critical care and oncology.
Furthermore, all participants were cognisant oft he range of specialty practice.
Logistically, it was neither feasible nor was it thc scope of this study to recruit and
interview 58 specialist representatives for a focus group in Part B, nor conduct 116
repeated interviews with a purposive sample of advancing specialist nurses in Part A.
This is useful if conducting a survey. The researcher was not questioning the viability
or efficacy of different specialisations in nursing. Rather it was the experiences and

impact on individuals, hospitals, the nursing community, and the profession that desire
ANS and education.
Another limitation may be related to the timing of the advertised recruitment for

advancing specialists in Part A of this study to participate. Some nurses responded to
the advertisement but were excluded from invitation because they were not currently
undertaking studies relevant to an area of specialisation. Others were excluded because
they had recently completed a specialist course or were working as a specialist and
intended enrolling in an advanced program. Many advancing specialists therefore, did
not have the opportunity to tell their story even though some did wish to participate.
Possible contributions from these specialists therefore, remained silent and therefore, a
lost opportunity. These nurses could have had shared insights into the nature of ANS
and education but were simply omitted from the study because they were not currently
enrolled in an advanced specialist program on commencement of this study. Other
possible lost opportunities may have resulted of reasons bey,md the nurses' reach such
as inability to fund tl:eir own studies, the casua\isation of their work precluding them
from specialist practice, and the need to diversify their responsibilities between family
commitments and professional work.
In addition, the timing of the phenomenological interviews in relation to whether

the participants had completed their studies or not may be considered another limitation.
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The stories may have been presented differently if the participants had achieved their
current educational goal. Not all participants had completed their advanced studies over
the six-month interview period. In fact, the majority was continuing with their studies

during the iata collection. Therefore, th<:.. researcher did not confirm whether all
participW1ts had actually achieved what they initially set out to achieve. Three

participants however, did complete their current study program close to the timing of
their second interview and on completion of all interview data. This is considered
incidental because the researcher's aim was to seek temporal experiences (van Manen,
1990) of the advancing specialist rather than narratives from nurses who had already

qualified in an area ofspeeialisation. The narratives therefore, were reflective of the
phenomenon that was transfonning rather than reflectively situated in past events.
Another limitation was that the study might have appeared to exclude the
experience of ANS and education in other states of Australia or from other countries.
Even so, this was not relevant because this study focussed on the Australian context of
ANS and education because little was understood from .the Australian perspective.
Even so, at least seven of the RNs in Part A, namely Carla, Eric, Helen, Judith, Karen,
Linda and Megan, said that they had either interstate or overseas experience in an are!i
of specialisation.
Lastly, some research critics ofthfo triangulated approach may consider the
researcher should have engaged in a purist and socially constructed theory such as
grounded theory that pcnnits a fundamental generalisation and singular explanation of
the emergent social processes (Strauss & Corbin, 1994) relevant to ANS and education.
However, rather than construct a theory that would evolve according to human social
patterns, the methods used in this study pcnnitted a phenomenologically experiential
and reasoned discourse ofthc ideology, experiences, and reality of social change as it is
lived. These descriptions are communicated in l~guage and arc fitting of an oral
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culture such as nursing. As a result, this study allowed for participants to identify and
make change (Smith, 1993) when and if they choose to do so. The research therefore is
believed to empower members of the profession to be able to consider their own
directions and decide what is appropriate for them given the social framework, in which
they live and work.
Recommendations and Implications for Nursing
There is much evidence in the literature concerning the need for specialist
nurses. There is scant literature however, about the achievements by advancing nurse
specialists who pursue graduate education. It is possible that there is a conspiracy of
silence concerning nursing work, however, this study has added to the knowing about

ANS and education and how the stakeholders and specialists themselves deal with
sustaining such specialists in the workplace.
The participant narratives culminated into what Walker (2000, p. 90) describes as
a "narrative rhythm." The common rhythm in this study included the costs of graduate
education, the opportunities for promotion with appropriate remuneration, the need for
management skills in combination with clinical knowledge and skil!s, and the utilisation
ofrcsearch at the masters and PhD levels to ensure nurse leaders for the future. An
issue specific to Part B executive stakeholders was the creation of solutions that fostered
the transfer of learning by advancing specialists between private and public agencies or
hospitals as joint education providers. Therefore, it is recommended that a merger of aH
advanced clinical programs that are offered by a hospital or agency should be
undertaken in collaboration with agencies and university schc,o\s of nursing, Both the
private and public agencies that gain QETO status should support the exchange of
clinical experiences for specialist RNs. Secondly, course fees should be detailed as an
up front fee by an agency, as a quality endorsed education provider, for specialist nurse
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programs, rather than subsumed inn contract of employment for the specialist work and
education that a RN undertakes. To facilitate the process, each agency should sci aside
funding for the RNs' course fees in the fonn of a scholarship, based on a RN's
application to work and undertake advanced specialisation in the agency in which the
RN chooses to gain specialist practice. In the case of the consultant, rural, or outer
metropolitan nurse, the RN should apply for external scholarships from his or her
professional organisations such as the CRANA, ACCCN, the Nurses's Registering
Authority, or State Health Department.

The notion of doing research was the most contentious or circular of all issues.
Previous experiences of research undertaken by a minority of the stakeholders was not
encouraging and provoked negative memories of how disadvantaged and pressured they
were to conduct a clinical research project. In contrast, the advancing specialists who
were undertaking research or embarking on a research project relevant to their field
were enthusiastic and encouraged by the challenge. Six RNs in Part A who were
advancing were already thrilled with undertaking a research project. However, the
opportunir.y to carry out research by clinicians was in a sense, a dream because the
stakeholders,, such as the DON or clinical managers, needed the RNs for the hands-on
care of the patient. The RNs' role was restricted because of the staffing demands and
workloads to provide patient care over a 24-hour period.
hi order for advancing specialists to undertake a research project and for the

agency to realisticaUy foster clinical specialist research and the delivery of care that is
evidence based, a further recommendation is essential. The agency or hospital
employer ofRNs should be funded to employ additional relief or casual staff to
supplement a reduced patient load for the advancing specialist. The patient load should
be mutually agreed between employer and advancing RN. This should be for the period
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that the RN is undertaking a research project specific to the specialisation, with the

understanding that the project is part orthc RN's study program.
The nursing implications are in the main, intcrsubjcctivc. Whilst this study
related to graduate RNs and executives who had an understanding of nursing practice
and ANS, the progression, prospects and how these nurses are valued by other nurses
and executives will impact on the recruitment of nurses into the profession in the first
instance, In saying that, nurses who appreciate the implications of globalisation and
who think as globalists are in a much better position to see the whole picture with its

environment, social, economic, and political nuances and the impact of these in the
health care system. Studying and advancing within this context, the RNs are better
positioned to explore alternatives with the confidence to move on. or to redesign or
create new integrated models of care, as well as to seek oppa,1unities for themselves as
competitive agents. Thi: majority ofRNs and all the stakeholders in this study
understood that they worked in a system that was influenced by developments in a
wider system. The RNs desired to make themselves visible to the community and
therefore marketable. The stakeholders similarly desired greater visibility of the RN as
a professional, but also needed an increased proportional distribution of say, and
therefore, the health budget, in order to sustain ANS and education.
Recommendations and Implications for Nursing Education
The pace of change has made it difficult to prepare for the future. Yet studying
what these RNs have experienced can allow for more rational decisions to be made on
the sort of future that would be most desirable and the way that advancing specialists
and stakeholders need to go about it to achieve the best outcome for RNs to pursue
advanced education. The RNs in Part A described education as ongoing and nece3sary.
They sensed a personal conviction that empowered them with the freedom of choice to
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under1ake advanced studies in nurse specialisation. They learned to compare. reason

and rationalise organisational activities, such as those from employing hospitals, tertiary
institutions and governmental bureaucracies that at times were restrictive or
uncompromising.
However, this did not always deter the participants in Part A and 8 from pursuing
advanced practice. Work experience and an understanding of conditions relevant to the

workplace enabled the RN to view the reality of their experience as they attempted to
advance in their practice. Their unde1standing fostered a freedom of ch-:iice to seek a
program of study that they felt was relevant and would enhance their knowledge, skills

and promotional opportunities. This was an important issue because having a choice of
course that was suited or tailored to each participant, was considered better than
working as a generalist which provided limited or no choice for advancement and
promotion.
The reality was that advanced practice was gained through knowing and the
· experiential learning that resembled Burnard's (1989) model of experiential learning.
This included the attairuncnt of propositional, practical, and experiential knowledge.
For example, the advancing specialist gained propositional knowledge through study of
the literature referred to in his or her chosen program, practical knowledge through
advanced clinical practice, and experiential knowledge through professional
relationships with peers in professional organisations or with members of the
community. As Burnard posits, the latter leads to the development of an individual's
personal knowledge. In this study, personal knowledge accrued as the RNs maintained
a level of interdependence, that in tum, ensured their personal integrity. Maintaining
their integrity enabled them to pursue and enhance their personal and professional
profiles. In doing so, they sought opportunities to advance, developed a legitimate
profile, and persevered with their studies because they were concerned that nursing
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should in terms of its education and practice, be legitimately recognised rather than
continue to be unnoticed or concealed as a collectively invisible profession.
Almost all participants recognised that each had become a' jcadcr in their field.
Through education, they had also become open to the competing forces such as the
competition with other health care professionals or the need to be multiskilled, an<l the
inevitability of change in the workplace, They no longer needed a role model, but
utilised management skills or the results of research to be a credible specialist and

provide best practice. Similarly, when the executive stakeholders reflected on their own
past studies as advancing specialists, they too felt better equipped to discuss health

issues with other disciplines owing to their choice of education programs, primarily
through university education.
The stakeholders, however, were concerned for these RNs and for the
recruitment of future advancing specialists. Consequently they desired the push to
engage in collaborative education with the tertiary sector and private providers of
education, However, they decidedly lacked the appropriate funding to support graduate
nurse education, and had limited options to hire, retain and sustain the education and
practice needed for these advancing RNs. Furthcnnore, life to them today is less stable
than it was. Globalisation had created greater diversity in society, suggesting that some
will embrace diversity while others will not because of the turmoil of contemporary life
that is competitive, leaving many nurses feeling disenfranchised by change, and more
specifically, by the eommodifieation of health care and education.
I argue that it is not what education a nurse gets from an agency or what an
agency gets from the specialist nurse, it is what an agency expects lo get versus what the
nurse actually does get, the ratio of hope to reality. And until very recently, hospitals
and nurses hoped to manage with mainslream nurses rather than specialists. There is
little doubt that ANS is beyond the scope of the mainstream generalist nurse and that all
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agencies need specialists. Therefore, what RNs cxpe<:t above the emotional and nontangible rewards of ANS is the more tangible rewards such as improved remuneration.
Because of this, it is recommended that graduate nurses who wish to advance in
an area of specialisation, should compete, validatc,justify, and show pcrfonnancc that
can be measured against monetary rewards. One way of doing this is by gaining
!!ational competency standards or credcntialling through the advancing specialist's

professional organisation such as the ACORN and Geri action. In tum the hospital or
agency should have an on-going review of specialist practice in departments of a
hospital where external auditors, through the accreditation process, can adequately

reflect on the common expectations ofhealth care standards nationally.
In making such a recommendation, the outcome is that the hwnan becoming (Daly
& Watson, 1996; Parse, 1992) that nursing theory supports, has changed from a service

that values a nurse's ability to care in an ontological way, to a service that supports the
nurse's ability to be competitive and to fix a cost to the specialist care rendered, and at
the same time, provide a model of care specific to the specialism and the consumer
needs within that specialism. Nursing is now a business as all health care agencies arc a
busifi,:ss. In contrast, whilst Pearson (1990) suggested that contemporary nursing was
:/
responding to society's increasing value ofholism and humanistic care, he nonetheless
indicated that the design of new programs for nurses in the future should be balanced to
enable students to confront the inconsistencies between nursing work and theory.
Implications Relevant to Methodology
Methodological pluralism is an awareness and respect for multiple methods.
Research that is based on one method of qualitative research has only one view of life
(Morse & Field, 1995). By attempting lo study a phenomenon that included dialogue
that was phenomenologically hermeneutic and critical in perspective, the findings
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became not only richer in description but also added to the validity ofthe phenomenon
under study. Furthermore, not only was a qualitative approach the be~t way to study the
micro analysis of human thinking and activity, but provided insights into the experience
of a culture such as nursing that continues to believe that it is the most disenfranchised

ofhealth care professionals. And having interviews spaced six months apart allowed
the RNs in Part A to add reflections or add changes to the descriptions that they might
have experienced. In that time, they had pieced together an event or described a
flashback that provided further information.

The application of a second analysis was not a prescribed or established method
for this study but combined authentic experiences relating to ANS and education to the
"condition of douht" (Patterson, 1997, p. 425). Patterson purports that the question of
doubt is a reflexive analysis of phenomena that should be examined from the eyes and
language of the researcher. The researcher therefore, took the analysis a step further
and argued that it was possible that other analysts, vis-ft-vis, nurse stakeholders, as well
as the researcher could reflexively scrutinise the question of doubt embedded within the
phenomenon of interest. Both the RNs and stakeholders in Part A and B lived in a
socially constructed world. The reconstruction of such a world was presented from two
views that revealed the structural difficulties or changes that any of the participants
faced.
Furthermore, this study was undertaken with a good and moral sense where
reality is in a state of flux and where the reports by the participants were taken at face
value. The inteiviews were cathartic. The RNs in Part A, particularly reported that they
received tremendous benefit in participating in the interviews. In sharing their thoughts,
the effective communication of their world provided them with an understanding of the
textural and structural context, in which they and other RNs live and work. This is of
utility to nurses. The strategy of data triangulation therefore, has added to the
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understanding oithe postmodern world in which the advancing specialist lives. The
researcher has told the story that was experientially discursive but emancipatory. Such
blending of the data enables the reader to view the stories from both angles, providing a
balanced and new view of the phenomenon. The advancing specialists and stakeholders

were not polarised in their view of ANS and education, Both groups value nurse
specialisation. Both have a vested interest because they believe that they are essential in

order to provide a nursing service for the future. As one of the participants told it:

If everyo11e thought the same, there would be 110 change, if everyone

perceived the same, there would be no diversity, if everyone was molivated
the same, tllen there would be total conformity, if everyone felt the same
there would be no co11jlicl. It is those who think differently who ultimately
effect change. It is those who perceive differe11tly who provide diversity, ii
is those who are motivated dif[ere11tly, propel cha11ge and it is those who
feel differently, experience conflict. And when you're looking at that,
thinkillg differently comes from lateral versus linear, perceiving comes from
creativity and sensitivity, motivation is lead to drive11ess and impulsivity,
conjlicl has to do with struggle of/he existence oftwo or more mutually
antagonistic impulses w!,ichf11ds motivatiotJ [Brenda l].

Conclusion
As a point of clarification, this study was not about the role of the CNS, but about

the role of the nurse who undertakes advanced nurse specialisation, I highlight this
issue in the conclusion of this chapter because the nurse in the CNS position may be
seen to have a similar role to the advanced nurse specialist. In fact the CNS role
evolved much earlier than did the advanced nurse specialist role-arguably in the late
1930s in North America (Hamric et al., 1996)-to orchestrate clinical leadership (Benner,
Hooper-Kyriakidis & Stannard, 1999). In contrast, the advanced nurse specialist role
evolved in the late 1970s to address the rise of specialisations in nursing (Hamric et al.,
1996). Nevertheless, it is likely that the roles overlap.
In relation lo the Australian context, the creation of the CNS role as a Level 3
nurse position was made to meet the challenges of the health care environmentprimarily within the hospital sector-and to lead nurses by expanding their knowledge of
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advanced nursing practice (Hamric et al., 1996). At the same time, it became desirable

that the CNS would be prepared at the master level of nurse education (Sheehy &
McCarthy, 1998). This was initially sanctioned and implemented in W.A. soon after the
introduction of the W.A nurses career structure (Attrill, 1988). The debate continues

however, over the blending of the advanced nurse specialist role and the CNS role and
from the North American experience, the Advanced Practice Nurse (APN) that is also
similar to the advanced specialist nurse. The only difference appears to be in the title.
Nevertheless, the debate remains as to how these roles may be blended and may
compliment one another in order to provide complex care to patient populations. The
issue ofblended roles was not strongly debated by the focus group, only to mention that
four CNSs in one major operating room suite was downsized to one CNS owing to the
confusion surrounding the poor delineation ofthe role at the time (Carol). What is the
most common element of these two titles however, is that the advanced nurse specialist
and the CNS are responsible for the direct care for specialty patient populations
(Hamric, et al., 1996). The stakeholders were not confused by the differing titles.
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APPENDIX A

The Theoretical Framework Relevant to the Study

EPISTEMOLOGY:

D
E

Postmodern inquiry that is value-bound,
contextual, and with researcher passion.
Naturalist Paradigm-where there is new knowledge,
new ways of thinking, and multiple realities.
ONTOLOGY:
The lived experience of ANS and Education
comprising:
l ."Object/Noema"-"the what" (texturaI/noematic)
that includes individual perceptions of ANS and
education, and,

2. "Subject/Noesis"-"the contextural way"
(structural/noetic) that ANS & education is

experienced.
THEORETICAL PERSPECTIVE:

I

Qualitative hermeneutics: An Interpretive
approach.
METHODOLOGY:
Traditional phenomenology (European).
A humanistic inquiry via hermeneutic and
transcendental phenomenology:
(Husserl/Crotty/Moustakas framework)communication of understanding and meaning by
conscious reflection and critical phenomenology
about the phenomenon of interest.

METHOD(S):
Face-to-face & telephone repeat interviews
Focus group interview
Audit trail and field notes: review of literature and social world that
relates to ANS and education.
Adapted from Crotty, M. (1996). Phenomenology and 1mrsi11g research. South
Melbourne, Victoria: Churchill Livingstone.
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Part B Conceptual Framework: Crotty's Adaptation of Critical Phenomenology and
~
Habcnnasinn Communicative Action
A Discrirsivc /11/erprelatio11 by Stakeholders

'""7- ~:~ehold=)

Power & Domination (the phenomenological discourse

Instrumental action taken by focus group of stakeholders:
(the realm ofintersubjectivity & societaiinteraction)
,,

~

..
••

•

~

Societal interaction is critical communicative action
that is emancipatory in intent.
• The stakeholders are the RNs who constitute their
experience as cognitive: The interest in predicting and
guiding ANS and education as an objectified process.
• Mutual understanding in Part B of this study is achieved
during the intersubjective understanding of the
phenomenon of interest.
• Critical analyses intend to bring about emancipation in the
context of language through communicative action
Adapted from Michael Crotty (1998). The foundation of social research. St Leonard's,
Australia: Allen & Unwin.
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List or Assumptions Relevant to The Study

Lisi ofAssumplio11s Relevant to Part A
I, I believe thnt the participants will indicate their desire to communicate about their roles as
advancing specialists,
2. I accept that power relations are socially and historically constituted within nursing culture;
viz, that there are competing interests and representations between specialist clinicians,
educators, managers and researchers,
3, The interpretations from the porticipants are value-laden and cannot be isolated into facts,
4. The relationship between the phenomena and participants as speakers is never stable and is
often dependent upon the moral, etl>ical, political, economical and social order of the time,
S . . Language and intersubjcctivity is the vehicle by which meaning is inferred,
6. Some groups in nursing, while accepting as inevitable, are privileged over others,

7. Oppression in nursing and health care is implicit and multi varied, and therefore may not be
revealed in the data, and
8. Systems of class, race and gender may be implicated in the research.

Lisi ojAssumptions Re/evo11t to Port B
I. That a critical analysis is able to influence debate, research and practice across disciplines
(Fox & Prilleltensky, 1997),

2. That nursing's scope of practice remains ambiguous and overlapping of boundaries,
3. That the advancing specialists may indicate their marginalisation in order to fill a perceived

gap in nursing skills at the advanced level, while managers and educators may relinquish
their control (Porter & Ryan, 1996), and
4. That changing social conditions subsequently affect the participants' views of the social
world (Staeuble, 1996).
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Sample (Hand Copy Noto book) of Developing Code Words (Part A)
111ematic analysis with words calegorised and arranged in a/plwbetical order and
entered il1to Tltc E1/111ograph
H

Hypocrisy(HYPOCISY)
-contradiction contrary to RN's
character

I

Interdependence(INTERDEPEN)
-working with other professionals
ldealism(IDEALISM)
-ideal/positive views about
nursing

J!K

No entries created

L

Links to specialisation
(LINKSPECI)
-links to specialism only
Links to practice (LINKP/S/R)
-links practice to specialism &
research
Long term goals(LOI\ _jTERM)
-sets personal goals
Legitimate collective profiling
(LEGCOLLPRO)
-calls for all RNs to contribute to
the profile of the nursing
profession

M

Openness, being challenged
(OPENESSB/C)
-frank about needing a chal!enge
and undertaking specialist
practice

p

Public profiling(PUB PROFIL)
-positioning self who contributes
to the profession
Paradox (PARADOX)
-incongruity & contradictions
within nursing practice-may or
may not he true

Q

No entries created

R

Reflexive action(REFLEX A)
-action/responses to problems
identified within nursing
Reasoning(REASONING)
-seeks understanding of choices
relating to nurse specialisation
Rationalising organisational
activities(RA TORGACTI)
-seeks understanding of
workplace issues and constraints

Maintain integrity
(MAIN INTEG)

-ensures integrity is intact
Mutuality at home
(MUTUALITYH)
-desires hannony with family
Mutuality at work
(MUTUALITY)
-desires hannony with working
colleagues
N

0

Negotiating options
(NEG OPTION)
-negotiates with employer to
undertake ANS

Rationalising & balancing
(RAT&BALANC)
-rationalises own finances with
work eommitmcats
Reflective Imagery
(REFLEC IMA)
-Use metaphors to describe the
versatilty as the nurse
Reflection on Interview
(REFLEC/INT)
·reflection on first interview
during thc second interview &
chnngc of view
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Sample Second Interview Review Questions (Second Interview with Eric)
Port A: Lisi of Review QuestiotJS that Emerged Following /he First Interview
(Note: TI1e page numbers relic et the page number from which this part of the narrative was locnted in the
participant's first interview trnnscript).

I. You mentioned that nursing was rather hierarchical (p. 4), similar lo the military. Do

you still feel the same? Can you expand on the nature of the hierarchical situations?
2. You mentioned you have communication skills (p. 6) that enable you to deal with
not only men, but with those from different cultures. Are you able to use these skills
effectively in Perth while working in the oncology setting? Do you get the
opportunity?
3. You mentioned that you enjoy working as a team player (p. 7) with staff as well as
patients to develop a supportive team approach. Is this still a passion of yours and
how have you progressed since we last talked about this?
4. Are you enjoying your current job (p. 8) and have you lost or gained interest in your
job?
5. Have nursing opportunities in W.A. opened up for you, or are the doors opening? (p.
9)

6. Do you still see men's health as your calling? (p. 9).
7. How is your diploma course in ADA (p. 10) coming along? Are you continuing
with this?
8, Are you continuing with your other studies (p. 10) such as your masters and
focussing on men's health?
9. You emplmsised the caring role of the nurse and that we should embrace this (p. 12).
Do you feel that this is still missing?
10. Is the staff still doing overtime and not being paid for it? (p. 13)
11. Are you winning the battle to help staff overcome the stressors of work? (p. 13)
12. Are you still in search ofa nursing role model? (p. 14)
13. Is the sharing ofknowledge or the lack ofit between nurses an ongoing issue with
you? (p. 15)
14. You indicated that you have a desire to promote a sense of wellness in the patient
rather than full-on chcmo or cure at all cost (p. 16). Is this still in your mind and that
this view should be encouraged by the nurse?
15. Do you still feel as though you have had little time with your wife and children? (p.
17). Have you found a balance as yet?
16. Do you still feel a financial pressure with your lifestyle? (p. 17), What is most costly
in tenns of expenses for you now?
17. Are you still questioning your role as a RN? (p. 19). Is it still confining for you? Arc
you wanting to move into management per se?
The remaining three questions were the common questions asked of all participants at
the end of their second interview.
I. What is your opinion of the accreditation process and the need for hospitals to be
accredited?
2. Do you have any comment to make about nurse crcdentialling?
3. What has changed if anything since we had our first interview some six months ago?
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Personal Diary and Log of Interviews
Excerpt oflog of events, actions, and renections
20/3/00
InterA2
"Andrew"
Posted 2"d
transcript and
letter of thanks
2617/00

Rang "Andrew" @0815 to make appointment for
interview. Unable to speak to him. Will ring back at lunch
time on: xxxxxxx (h). Wife's name is xx. Rang "Andrew"
at J2.50hrs. Made appointment for Tuesday 281h Mar, 2000
at 1000 at his home.
First transcript posted to "Andrew" one and a half weeks
prior to second interview. "Andrew" confinned discussion
and commented how the first conversation was filled with
so many "hms". Confirmation and accuracy of conversation
gained.

20/3/00
InterB2
"Brenda"
Posted 2"d transcript and
letter of thanks 2617/00

Rang "Brenda" at 0820. Made appointment for interview at
toam Monday z7lh Mar, 2000. Address xYx, Ph: xxx (h).
First conversation /transcript posted to Brenda 2 weeks
prior to interview. Transcript confirmed by Brenda as
accurate.

20/3/00
InterC2
"Carla"

Rang "Carla" for interview. Left message about making an
appointment. I left my numbers and said that I would try
her on her mobile, ph: xxx (h), ph: xxx(mob). Mobile not
available when I rang. She returned message. I rang and
confinned booking for second interview on_Friday 31 n
Mar, 2000 at 7.30pm via telephone. Must send transcript to
xxx address. Sent 261h March, 2000, Carla rang me to
highlight breach of confidentiality of her husband's name.
First transcript confinncd as accurate. (Carla was tentative
during second interview owing to being witness to an
unexpected stillbirth at work, but stil! wished to continue
with her follow up intr.rview).

Posted 2"d transcript &
letter oflhanks 2617/00
21/3/00
InterD2
"Diedre"
Posted 2"d transcript &
letter of thanks 2717/00
30/3/00
InterE2
"Eric"
Posted 2"d transcript &
personal thanks 2/8/00

Rang "Diedre" on ph:xxx. I left a message. She is now withthe community health care service in xx. Diedre returned
call on 22/3/00. Will do a telephone interview at 7.30pm \ 51
April(Saturday). ph:xxx (h). Need to semi t 11 transcript to
address xxx. posted transcript 26/3/00 lo Diedre in xx town.
She con finned authenticity of first conversation.
Rang Eric. Will send out first transcript to his home address
XXX, ph: xxx. Will meet for 2"J interview in Xward at X
hospital at 9.30am on Mon I 01h April, 2000. Sent copy of
1' 1 transcript on In April. Eric confinncd the l ' 1
conversation as authentic, but he felt he talked too much
about the past.
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Personal Letters of Thanks to Participants In Part A
Personal letters of thanks to participants after!!.!!! interview
DearXXXXX,

Nov, 1999

I am nearing completion ofmy first round of interviews with 14 participants like
yourself. This is in relation to my study about advancing nurse specialisation and
education.

Five participants arc from regional Western Australia and the remaining nine are from
metropolitan Perth. The range of advancing practice nurses includes those from the
community, oncology, midwifery, remote area, women's health, men's health, critical
care, emergency, perioperative and mental health.
I look forward to making contact with you again for a second interview in the new year.
At this time I will forward to you a copy of our first interview so_ that you may review it
for trustworthiness and confidentiality. Please feel free to make any other comments
that you wish.
Sincerely,
Miriam

Personal letters of thanks to participants aller ~ interview

DearXXXXX

July 25, 2000

As discussed, here is a copy of our second interview/conversation from last (month
when
,, relevant interview took place). This is for your records and review.
If you have any comments to make please feel free to contact me. It is important for me

and for you to know that our conversation was interpreted as a true and accurate recor4r··
of events, thoughts and feelings.
( ·
Thank you so much for your valued input as a co-author.
Sincerely,

Miriam (a business card was also sent with this message and the transcript).

Note: Each lei/er ofthanks was sent via a personally ha11d writte11 pictorial letter paper.
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APPENDIXH
Audit Trail of
Interviews
Data Collection
Overview

NAME

Specialism,
Region,
Course &
Institution

Length of
interviews

'Andrew'

Emergency &
Men's Health.
Metro.
PGDip/Curtin
Special Ed
Consultant,
Metro,
Community.
Masters/UWA
Midwifery.
Regional/Metro.
PGDip/Curtin

50' + 70'
Total tape=2hrs
Total int=3hr5'

Women's Hlth/
Community,
V asse-Leeuwin.
Continuing Ed
HDWA
Oncology CNS
Men's Hltb,
Metro
Masters/ECU
Critical Care/ED
Regional,
Albany.
Masters/Curtin
Disabilities
Metro,
Community.
Dip/Natural
Therapy
Remote Area
Community,
Mingenew
Continuing Ed,
Silver Chain.

75' + 53'
Total tape =2hr8'
Total int =3hr20'

Al:12/8/99
A2:28/3/00

'Brenda'
81:26/8/99
82:27/3/00

'Carla'
Cl:2/9/99
C2:31/3/00

'Diedre'
Dl:9/9/99
D2: 1/4/00

'Eric'
El:24/9/99
E2:10/4/00

'Fiona'
Fl:5/10/99
F2:8/6/00

'Gail'
Gl:14/10/99
G2:01/5/00

'Helen'
Hl :26/10/99
H2:18/4/00

90' + 65'
Total tape=2hr35'
Total int =5hr30'

60' + 58'
Total tape= lhr58'
Total int= 2hr25'

78' + 30'
Total tape=lhr48'
Total int =2hr20'

Place of
interviews

Transcript
posted to
participant
with
thank YOU

Member
Check:
response/
feedback/
+coding

Face to face
Face to face
Home

Dec99
Jul 00

Yes
Yes
+Coding

Face to face
Face to face
Home

Dec99
Jul 00

Yes+
No

Face to face
Phone
Office/Home

Dec 99
Jul 00

Yes +
Yes

Face to face
Phone
Work/Home

Dec99
Jul 00

Yes
Yes

Face to face
Face to face
Work/work

Dec 99
AugOO

Yes
No

Dec99
AugOO

Yes+
Yes+

Dec99
AugOO

Yes
No

Dec 99 +
*AprOO
AugOO

Yes+
Yes
+Coding

40' + 55'
Total tape=lh35'
Phone
Total int=3hr40'
Face to face
Email
Home/Office
75' + 45'
Total tape=2hrs
Face to face
Total int=3hrl0' + Face to face
Worlc/work
65' + 65'
Total tape=2hr10' Phone
Total int=2hrl 5' + Phone
Letters/fax
Home/home
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'lsabelle' 3
11:4/11/99

'Judith'
Jl :21/10/99
Jl:4/4/00

'Karen'
Kl:18/11/99
K2:27/4/00

'Linda'
Ll:12/11/99
L2:20/4/00

'Megan'
Ml:24/11/99
M2:17/5/00

'Olive'
01 :26/11/99
02:28/6/00

Focus
Group
Interview:
P: 21/01/00

Remote Area
Comm-Narro gin
Geron,
Child/Fam
PGDip/Curtin
Peri operative
Metro.
PGDip/ECU

Audit Trail
Continued
64'
Total tape= 64' +
Letters/fax

60'+ 70'
Total tape=2hrl O'
Total int=3hrl0'

Critical Care
Metro.
Masters/ECU

41' + 45'
Total tape=lhr26'
Total int= lhr51'

Critical Care
Metro.
Masters/ECU

60' + 63'
Total tape=2hr3'
Total int=2hr23'

Peri operative
Metro.
BSc (Hlth Pro)
ECU
Mental Health
Metro.
PGDip/ECU

70' + 69'
Total tape=2hrl9'
Total int = 3hrl 4'

10 Participants:
2DONs
3 Corporate Ds
4 Educators
1 Researcher

90' + 30'

60'+64'
Total tape=2hr4'
Total int=3hr42'

Total tape=90'
Total int=2 hrs

Phone
Home

DecOO
Yes
NIA
Excluded
from study

Face to face
Face to face
Office/office

Dec99
AugOO

Yes
Yes

Face to face
Face to face
Office/work

Dec99
AugOO

Yes
No

Face to face
Face to face
Office/office

Dec99
AugOO

Yes
Yes

Face to face
Face to face
Office/office

Dec 99
AugOO

Yes
No

Face to face
Face to face
Home/office

Dec 99
AugOO

Yes+
Yes+

Thank you
letters:
16.2.00.
0
Email of
transcript
1 MayOO

Yes>< 3

Face to face,
Corporate
meeting Rm.

l DON:
29May00
l Corporate:
19May00
1 Research :
19 MayOO

+ Additional feedback from participant such as typing error(s), reassurance of
confidentiality, change of language to confirm accuracy of interpretation and meaning,
and/or additional reflections.

No follow up interview as participant revealed she was not undertaking any nursing studies: Data
omitted from this study. The participant contacted the researcher on 29thAug 00 to validate the first
interview transcription and schedule for follow up interview. Isabelle had transferred with her husband
and daughter between interviews to resettle in soutlt west Australia. She was actively seeking nursing
work at the time she made contact.

'.l
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PART A: The Elhnograph List of All Codes and Frequency of Segments In
Descending Order
Codes

Frea

Codes

Fren

Codes

Critical Reflections

488

49

Enterprising

46
41

Nursin • Shorta"c
Idealism

38

16

36
JS
33

Consumcr/Profossio
-nal Educaiion
H;;...ocrisv
Know!ed"e Shari no
Being Credible

14
14
10

Succ~din<>
Comparing

227

Reasoning

152

Opportunism: Creating
o-~~rtunitks
Balancin
lions
Being Collectively
Undervalued
Ambivalence

Pride.Self Prnisinn
Reflexive Action
Professio1111l Education

147
118
111

Beinr. Rekcted
Pra,.m:itism
Focus on OMI

Bein• Challcn•ed
Public Profilin<>
Feeling Vulnerable &
Embarrassinn
Realitv
Self Profiling

107
103
103

210

Socciallv
Movino.Qn

Fren
17

'
17
17

15
15
15

Bein<> Acknowled•ed
Limited Rewards

32
32
31

IOI
JOO

Ne<>otiatin<> Ontions
Long Term Goals

29
29

Choosina
Mutualirv at Work
Links to Specialisation

97
97
96

Global Reasonin~
Los<
ortunitics
Knowing

29
28
26

Paradoxes as they
Arise
Tolerating
Contradictions
Competing Farces

93

Crcdentialling

25

Work Load
Perseverance
VersatileMu!tiskillcd
Problem-Sol vim•
Reflections on First
Interview
Qnenncss
Enlinhtcnment
Limited Nurse
Education
hivate Nursing

87

Technology

24

Crossroads

7

83

Tolerating Change

24

7

82

Being Liberated

22

Reflecting an
""tiow
Best Practice

7

81

Dispiriting

21

Health Prevention

6

74

Multi skilling

20

6

73

Mutuality at Home

20

Prior Knowledge
/LeamingEducation
Ambition

64

59

Jnterdc~ endence
Rewards

20
19

Survival
Plateau

2
2

54

Fantasising

18

52

Being Collectively
Invisible

18

Connecting &
Exnandin<r
Self AssUJed
Fce]inn Confident
LegitiD111\e Collective
Profile
Competing Work
Forces
Maintainin" Jnte
Links to Practice,
Specialisation &
Research
Being a Catalyst &
Inflnencin"
Rationalising
Organisational
Activities
Rationalisin- Ont ions

52

JO
JO
9
8
8
8

5
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Part A Findings: The Way Through the Labyrinth

Tha Thematic Reconstruction of Moving Toward ANS
and Education

RN CRITICAL REFLECTIONS: THE REALITY OF
AOVANCING

CHOOSING

Freedom or choice 1.n
ANS and Education
MEETING THE
CROSSROADS

/Jecidfnq a pathwav

KNOWING

'

:'

MOVING
TOWARD
ADVANCED
NURSE
SPECIALISATION
AND EDUCATION

I
i
I
\
\L
PROFILING

Situatlau and
vlsua/ls/nq self

Experiential /eamlnq
and education

II

I
I

/'

MAINTAINING
INTERDEPENDENCE

SYnchrontslng
advanced practice
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Semi-structured Interview Guide

Part B Focus Group Interview Questions
Questions prepared for the focus group interview remained open and flexible in nature
but included a more direct line of questioning followed by open discussion amongst the
stakeholders.

I. What are your expectations of the work practices of nurses who have enrolled or

undertaken an advanced specialty course of study?
2. What do you sec as the advantages and disadvantages of having employed staff who

are undertaking or have undertaken a course relevant to advanced nurse
specialisation?
3. Wh~t impact if any, does a nurse with a tertiary or equivalent qualification have on

the health care agency, the patient, the community and the nursing profession?
, 4. What in your experience are the issues nurses face when undertaking studies in
advanced practice?

" there any recommendations you would make in relation to advanced nurse
5. Are
'--Specialisation and education? If so, what would these be?
6. What was it like for you when you undertook further studies while advancing in

your career? Give an outline of your own experiences of nurse education and nurse
employment.
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APPENDIX L

Newspaper Advertisement, Article, and Agency/Hospital Flier
The Saturday "West Australian" and "Sunday Times" for Recruitment of Participants

ARE YGU A Registered Nurse WORKING and
STUDYING IN AN ADVANCED CLINICAL
SPECIALTY COURSE?
Your krtow/edge & experie11ces are of co11cer,i to the

future ofr.ur.~i11g!
Research into hospital and tertiary courses specific to the wide
range of specialties practiced by nurses is being conducted. If
you wish to have a say, then your experience and wisdom would
be welcomed.
Contact Miriam Langridge on:
or
confidential interview.

to make an appointment for a

Feature article: Sunday Times (Healthy Living Supplement)
26th September 1999-p. 18
Enthusiasm for postgraduate study in nursing appears lo be thriving, but is it what
practicing nurses really desire? Many RN clinicians see postgraduate nurse education
as fill avenue for career advancement via a clinical pathway. Other RNs view the
challenge of advancing their knowledge in a chosen area of specialism as a legitimate
mems of increasing their knowledge and skills that ensure quality care to their patients.
Even so, mmy RNs do not find specialization and postgraduate education so agreeable.
The personal cost of undertaking fee paying postgraduate studies is an onerous one.
The requirement to juggle work pa Items that are both physically and mentally
demanding, the lime required to commit oneself to a study programme, and more often
than not, the need to balance parenting or family responsibilities, arc just the tip oflhe
iceberg. Many other factors may unfold from the investigation of nurses who are
unr!ertaking 5pecialist practice and education. Therefore, RNs who meet the criteria
above/below are invited to participate in this study. Your experiences will help to
explore and identify aspects of nurse specialization and education that are based on the
social, political, and personal conditions surrounding specialist nurses and stakeholders,
such as hospitals and community agencies. It is easy to underestimate the impact of
nurse specialization and education in today's commodity driven society, therefore, the
findings of this inquiry will provide a genuine account of nurses' position and choices in
their work.
Miriam Langridge RN
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Agency/Hospital Flier

ARE YOU A Registered Nurse
WORKING and STUDYING IN
At~ ADVANCED CLINICAL
SPECIALTY COURSE?

Your knowledge & experiences are of
concern to the future of nursing!

Research into hospital and tertiaty courses
specific to the range of specialty areas of
nursing is to be conducted. If you wish to
have a say then your voluntary
participation is welcomed. Contact
Miriam Langridge on
or
to make an appointment for
a confidential interview.
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Part A Ccmsent Form (advancing specialists)
Project Title: A deconstruction and reconstruction of advanced nurse
speclallsntlon and education.
Investigator: Miriam Langridge RN. Phone: (08)9447 1375 (h)
(08)9273 8558 (w)

Co~ftdentlal

Dear Colleague,
Thank you for your expression of interest and eligibility to participate ;;.s a volunteer in
a study specific to nurse education and advanced practice. As a Doctoral candidate at
Edith Cowan University, School ofNursing & Public Health, I am keen to invite you to
3h!\re your experiences with me during at least two infonnal interviews.
The aim of this study is to investigate the nature of advanced nurse specialisation and
education in Australia.

The pi.•,!rl}ose of your involvement is to add understanding of the nature of your
profdsional work and studies within today's changing social environment.
The first interview will take place on or near to the commencement of your course. The
second interview will be conducted nearer lo the end or on completion of your course.
Each intetview will be audio-taped with your permission, and take no more than two
hours of your time. The place and time of the interviews will be scheduled by mutual
arrangement.
In order to safeguard your interests, please acknowledge the following and sign below:
• I understand that there will be no risk lo my career or position in the hospilalfagcncy
or as a student as a result of my participation in this study.
• I give permission to be interviewed and for this interview to be audio-taped. I
understand that on completion ofthc study, all tapes will be erased.
• I understand that infonnation collected will be coded and secured by the researcher,
safeguarding my anonymity and confidentiality.
• I undcratand that pseudonyms will be used and that my name will not be identified.
• I understand that I am free not to answer questions asked by the researcher during
the intetview and am free to withdraw my consent and tem1inate my participation at
any time, without penalty.
(Please print your name)

(Participant)
Date:

agree lo participa1r in the
above named study.

{Researcher)
Date:

270
APPENDIX N

Part A Demographic Questionnaire: Confidential
The following few questions relate to your work as a nurse. Please tick " the appropriate
box(s) in questions l and 4.
QI:

How many years have you worked as a
RN since graduation?

20 yrs or more
15·20yrs
10-15 yrs
5-10 yrs
2-5 yrs
2 yrs or less

Mostly casual/part time
Q2:

In what specialty area of nursing are you
currently employed and studying?

QJ:

What level/position are you currently
employed?

Q4:

What qualifications do you have?

HBO
Specialist certificate/diploma
BN or equivalent
PG Diploma ofNursing
MN or equivalent
Other

Q5:

What qualification are you currenlly
aiming toward?

Thank you for your responses

l

Pseudonym:

271
APPENDIX O
Emal! Sl!l!klng Permission from Hud of School and Agency Exccullvc Educators
To Head, School of Nursing, Curlin University of Technology
From:
To:
Subject:
Send reply to:
Date sent:

Self

hazc]ton@nursing.curtin.cdu.au
PhD studies
m.langridgc@cowan.cdu.au
Wed, 4Aug 199912:16:53 + 0800

Dear NProfessor Hazelton,
I wish to introduce myself lo you as Miriam Lan1,'l"idgc. I am a RN and lcc(um at Edith Cowan
University, School of Nursing and Public lleallh, as well as a PhD candidate at ECU.
To enable me to seek interested and applicable participants for my study, I wish to obtain your
permission to place an advertisement on your School ofNursing PG notice board.
The advcrli5cmcnt is o simple A4 ad inviting an interview wi1h PG nurses who arc concum:nUy
w'Jrking and studying in an advanced clinical specialty.
:!·;The same ad (much srna!J ofeoursc) was recently published in the Saturday West Aus1ralian, 3 l" Julv,
1
1999.
1]
The title of'1ly study is "A deconstruction and reconstruction ofadvaoccd nur,c specialization
and education",
I wculd welcome your response to my request. If you require a meeting, I am able to make an
appointment to see you and discuss my study wilh you. My best day for an appoinlmen\ is on a
Thmsday.
Yams sincerely,
Miriam Langridge RN, MSc (Curtin}, PhD Candidate (ECU).
ph: 9273 8558 (w)
ph: 9447 1375 (h)
fax: 9273 8699
email: m.langridgc@cowan.edu.au

REPLY
From:
Organization:
To:
Date sent:
Subject:
Send reply to:
Priority: nonnal

"Mike Hazellon" <Hazchom@nursing.eurtin.edu.au>
Curtin Uni\·crsiLy ofTcclmology
m.langridgc@cowan.cdu.au
Fri, 6 Aug 1999 l 7:04:28 WST +8
Re: PhD studies
hazcltom@nursing.curtin.cdu.au

Hi Miriam,
Yes, I am happy for you to post an advert on the notice board in the Schoo\ofNursing. You could either
bring it over in person, or mail ~opics to me {or semi by email). Let me know if! can assist in any 01hcr
way.
Wann regards, Mike Ih1.chon

A sinu1ar feller above was sc11t to lite r:01porate rwrsc c,IHcato,·s of llwfol/oll'ing huspira/s:
•
•
•
•
•

Mount Hospital (Metropolitan private hospital)
Hollywood Private Hospital (ML'1ropoli1un)
Frcmantlc Hospital (Me!I opolilan public hospital)
Sir Charles Gairdncr Hospi1a1 (Mctropolilan public hospital)
Gcraldton Hospital (Regional public hospital)
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Part A: Sample RN nested Critical Rejlectio11s Relevant to ANS and Education
•

"Feeling vulnerable" and therefore unable lo "meet the crossroads"-limitcd practical
experience as a midwifery student.

"111is year, this is my first year, and I'm doing it part time, there's actually 110 practical
at all, which concerned me, because I have only seen two deliveries in my el/lire career
so far, and /hat was from a long way back, yo11 know,j11St as an obsener. 811111exl year
I will be required to do four days aforlllight practical for most of the term a111/ 1he11 I
think for the two weeks out ofeach term or semester, lwve, like afi1li time! block"
(Carla 1).
•

"Comparing" rural and urban services and identifying the lack of"frecdom of

choice" to provide holistic patient care.

''If I suspect she has a,1 infection for ills1a11ce, I can't prescribe (as a woman's health
practitioner). 17,at 's part ofthe deal of course. I then have to refer the patient to the
GP. So there's this cumbersome thing about the patient hal'illg lo go back to rhe GP.
It S different in family planning where I have worked. Tile doctors are in the next room
or are further down the corridor, so ;·011 p11t the patieut 's notes in the docror 's box and
they get seen 011 the same vis ii. But this may 1101 be so for people here. For instance,
for women coming to the XX clinic in the morning, I get booked 011:. Ami there's 110
doctor 011 sight. l'mj11st there 011 my own" (Diedre 1).
•

"Paradox and Reality" and understanding the difficulties associated with the
"freedom of choice".

"It's difficuft to say really. It's very diffic11ll to say. J 111ea11 the patielll realistically is
1111co11scio11s and they wouldn't know the difference of whether this one rmrse is being
operating all day long. I find it has a,1 imp,1ct 011 colleagues more so than anything else.
It may have a11 impact a lillle bit later 011 when you have 110 choice irl 111ilisi11g
somebody who may 110/ be compete/II ill recove1y but you hm•e 110 choice. !11 which case
you find that you r/Ji11k, for crying 011t lo11d, you sho11/d hm•e looked ahead and saw that
maybe this might have happened oml 110/ j11st staying in your Iii/le comfort zone which a
lot ofpeople do" (Judith I).
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Port A: The Scbcmalk Cl lister or Core and Sub-Thcmeli
Codc1

Competing Forces

Co etinp Internal Forces
Idealism
Funtasisinn
CredibiJiho as a Sncdalist
Hvnocrisv
Paradoxes as thcv Arise
Links to Snecialisalion
Best Practice
Health Prevention
Links to Specialisation &
Research
Lo!r Term Goals
Reflecting: Rationalising,
Bal~ncing & Nego1iating

Codes

S11b-Theme 2: Experiential
Knoivl11g, Leamillg &
Education y
I tStructura/1
Prorcssional Educ,uion
Cunsumer Education
Costs
Crcdcntia!\inv
Tcchno!oPV
EnliPhtcnmcnt
Limited Nurse Education

GaininP Rewards
Limited Rewards
To!eratinn Contradictions
Focal Point Own s,;ccialtv
Toleratino Chaii~c

Sub-Theme I: Freedom of
'cirolce
~tructurafi
Choosin~
ComnarinReali~
Rcasoni-;;;;
Rationalising
Ornanisa1ional Activities
Pranmatism/Surviva]
Global Rcasoni-;;;;
Nursin" Shona;;c
Problem·Solvin~
Rcfle~ive Action
Rcf1ec1ions on First
lnlcrvicw

'f

= CORE THEME:
= Sub-Theme 1:
= Sub-Theme 2:
= Sub Theme 3:
= Sub-Theme 4:
=Sub-Theme 5:

l'ersc\'crance
Private Nursin • Care
Professional/Public Profilin •
Bein·· Collccti,·clv Invisible
Bein·• Collectivcl" Undervalued
Work Load
LC'>itimale Collective Profile
Personal Profilin"
Pride/Self Praisim•
Ambivalence

Sub-Them,~ S:'Meeling the,-.

' Cros/roam: v
1S1iuC1,;,{1jf-'

nrttoru

Succccdinv
Being Rejected

Opportunism1Clea1ing
Opponunitics

. :sub-Theme :J: Molnta(n/ng
-Jn1c(4Cl:e(l_t(?ii!c·:..+.--. · ·
l!;r,11cturail' ·: ·
BeinP Acknowlcd,•ed
Entemrisinl!
Mutualilv 111 Work
Connectino & Exnandinl!
Maintainin • lntc ,ritv
ln1crdei, .. ,.dcnce
Mutualitv at llomc
Lost O ormnitics

_

..

llein- Challen<•cd
Feeling Vulncrnbk &
Embarrassing
nncss
Self Assured: Fc~lin • Conlidcnl
Dci-;;-;;- a Catal sl & ln!luencin,
Ilcin·, Liberated
Dispiriting

Crossroads
Ambition
Plateau
Movino On

Moving Toward ANS and Education
Choice: The Freedom of Choosing ANS & Education
Knowing: Experiential Leaming and Advancement
Maintaining Interdependence; Synchronioing ANS
Profiling: Visualising & Situating Self
Meeting the Crossroads and Moving on

Codes: Words grouped by symbols lo identify patterns and clus1crs of core and sub-1l1e111cs.
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Part A Core Theme: The Ethnograph Code Book and Family Tree

The Core Theme: The Text11ral!Noematic Moveme/11 Toward ANS and Ed11calio11
The Ethnograph
Code Book
Core Them,:
Par,nt Code Word

Speclallsalloll &

Family Tree Code
Word: Level l

Family Tree Code
Word: Level 2

Competing Forces

CompeUng work
forces

ldealism

CrWible
Fantasv
H
Paradox
Best Practice

Education

Family Tree Code
Word: Level 3

Family Tree Code
Word: Level 4

'

Links to
SnecialisaUon

Rationalising &

Health crevenUoo
Links to practice,
s---'al,,; & research
Lonn term noals
Negotiating oplions

RaUonalising opUons

Reneclive imagery

Belancin"
Succeedinn
Tolerating
Con!radictfons
Atlvanced

Sneclallnllons

Beinn reiected
Rewards
Tolerating Change

Limited rewards

Community Nurse
Complementary
Health Nurse
Consultan~ Leaming
Disabilitie9 Nurse
CriUcal Care Nurse
Emergency Dapt
Nurse
Mens Health Nurse
Mental Health Nurse
Mia'wiferv Nurse
Oncolonu Nurse
PenoneraUve Nurse
Remo!e Area Nurse

Women's Health
Nurse Consultant

'
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Part A Sub-Themes: TI!c E1hm1grnph Code Dook ~nd Family Tree
Su/1 Th~mes: Tile S1rucruml & Crmtex1u,1//Noc1ic W<1y T/Jrorigh tlw lub)'rint!t

'

The EUmograph
Sub-Them, 1:
P1ran! Cod, Word
The Freedom of

Family Tree Code
Word: Level 1
Choosing

Code Book
Family Tree Code
Word: Level 2
Reasoning

Family Tlee Code
Word: Level 3

Family Tree Code

Word: level 4

Comparing

Choice
Global reasonino
Ralionalising
organisalional
acUvi1ies
Problem·solvino
Reflection on nrst
interview

RefiecUve action

Realit

Nursln~ Shorta~a
PranmaUsm
Survival

Sub-Theme 2:
Parent Coda Word
Knowing: Experiential

Prolesslonal

Consumer

Learn!na & Education

education

education

Costs

Enlightenment

Credentiallino

Limited Nurse
Education
Technol
Sub-Theme 3:

Paranl Coda Word
Maintaining

lnterdenendence

Sub-Theme 4:
Parer.I Code Word
Profiling: VlsuaHsJng
& 11tualinn self

Sub-Theme S;
Parent Code Word
Meeting the
Crouroads

Connecting &
e•nandinnEntemrisinn
lnlerdenendence
Lost Qonnrtunlties
Main1aininn lnt.,,rilv ' Mutualilv al work

Creating
o···rtunities
Perseverance
Private Nursinn
Professional profile

Personal "rofile

Being colleclively
invisible
Being colleclively
visible
Pride

Being liberaled

Self-assured

Feel Ing vulnerable:
Embarrassed
Qnenness
Crossroads

Displrlled
Beino challenred
Plateau

'

Beinn Acknow!edned
Mulualilv at home

Being collectively
undervalued
Legitimate collective
I nroflle
Ambivalence

Feeling conndent

Ambition
Movlno on

Workloads

Being a
catalvst/lnfiuenUal
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Email Memo: Follow-up Questions to Part B Stakeholders Post Focus Interview
From:
Miriam Langridge
Tei:
Individual focus group member
Subject:
The focus group interview
Send reply to: m.lnngridgc@ .....
Date sent:
Tue, 2 May 2000 14:27:47 +0800
Dear Co-Authors,
Do you recall when you joined as a focus group last January?
Ifso your memory serves you well.

I have as an attachment, a transcribed copy of the interview (some 40+ pages)
conducted as part ofmy study on advanced nurse practice and education. You as
stakeholders are not identifiable by your actual name. You dofwill know who each
member and speaker is by the letter codes I have given each of you. Members of this
focus group and myself arc the only persons to read this transcript. (I alone transcribed
the taped interview: PHEW, but it was worth it!).
Could I ask you to do the following:
THIS WON'T BE DIFFICULT!
I. Review what you have said and confirm for accuracy of the intended conversation.
(You should be able to work out the coded letters that belong to your voice or what
you said!).
2. If you really care to, you might like to enjoy reading the whole transcription to
indulge in the comments made not only by yourself but by all the other co-authors
(focus group members). ANY COMMENTS ARE WELCOMED!
THIS REQUIRES SOME SCHOLARLY THOUGHT
3. If you feel so inclined, your offer of any constructive criticism that you feel is
necessary would be welcomed. This will assist in the validity of this qualitative
data.
4. You will find on the last page of the transcript, a list of6 questions. Question I and
3 are in bold. I would welcome any further comments that you may like to make in
relation to these two questions. (the remaining 4 questions as it so happens, have
been covered extremely wc11 during the conversation).
At this point I am nearing the closure of all stages of the longitudinal data collection and
anticipate data analysis while on LSL this August. I don't plan to resurface in a hurry
for fear of coming to "an early closure" which to some qualitative researchers/advisers
is a sin beyond redemption.
Jokes aside, I remain very grateful for your time and challenging personal contributions.
You names will be in my book one day?!
NOTE: If anyone is concerned about the naming of their hospital(s), please Jct me know
if you would like them lo be eliminated from the transcript. I will not be identifying
them in any published materials other than to mention issues that reflect the public or
,private health sectors.
Cheers and many thanks, Miriam.
Attachments: interp.doc

(i
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Part B Sample Email Invitation to Focus Group and Response by Nurse Executives
(Invitation to attend a meeting/interview)
From: Miriam Langridge(SMTP:mfongrid@possum.lhhs.ac.cowan.edu.au]
Reply To:
m.lnngridge@cowan.edu.au
Sent: Wednesday, I December 199912:36
To:
"Leisa"@health.wa.gov.au
Subject:
Focus Group Interview
Dear "Leisa",
You may recall when I asked if you would like to participate in a "focus group"
interview with other person's (senior nurses from the metro area of Perth) like
yourself. This is part ofmy Ph.D data collection concerning advanced nurse
specialization and education. Please note that this interview will be tape recorded
with your pennission of course! I have now set a date and time for the new millcnium,
Date: FRIDAY 21 JANUARY 2000
Time: 2pm-3.30pm
Venue: Room tba (Edith Cowan University, Churchlands Campus)

*A refreshing afternoon tea will be provided. You are one of the special people to be
invited to participate, so please RSVP by 17th December ,1999.
"
Cheers Miriam
Miriam Langridge
Coordinator, Postgraduate Diploma of Clinical Nursing
Edith Cowan University
Pearson Street, Churchlands, 6018
Western Australia
Ph: 61 8 9273 8558
Fax: 61 8 9273 8699
Email: m.langridgc@cowan.cdu.au
RESPONSE
From:
"Lcisa"@hcalth.wa.gov.au>
To:
"'m.langridge@cowan.edu.au'" <m.langridge@cowan.edu.au>
Subject:
RE: Focus Group Interview
Date sent:
Wed, I Dec 1999 12:29:50 +0800
It is in my NEW diary.
!hank's

"leis a"
Coordinator Corporate StaffDcvclopment
Fremantle Hospital and Health Service
PO Box 480
Fremantle, Western Australia 6959
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Part B Letter or Invitation and Consent Form
Project Title: 1, A deconstruction and reconstruction of advanced nurse specialisation
and education.
1

Investigator: Miriam Langridge RN, Phone:
Confidential

Dear Colleague,
Thank you for your expression of interest to voluntarily participate in a focus group

interview. You are invited to join me with 7-10 other senior nursing colleagues like
yourself, to share your knowledge and experiences relevant to advanced specialist practice
and education. Your contribution via dialogue and discussion on this one occasion will
add to the field data that is being gathered from nurses currently undertaking advanced
specialist programs. The study is specifically related to the nature of nurse education and
advanced practice. As a Doctoral candidate at Edith Cowan University, School of Nursing
& Public Health, I am keen to invite you to share your experiences over an informal finger
lunch at a time and venue that is to be tabled at Edith Cowan University in a conference
room.
The aim of this study is to investigate the nature of advanced nurse specialisation and
education in Australia.
The purpose of your involvement is to add understanding of the nature of advanced nurse
specialisation and education within today's changing social environment.
The focus group interview will be tape-recorded and convened, as an informal meeting for
no more than two hours duration. The place and time of the inteiview will be scheduled by
mutual arrangement and communicated to you once a date is confinned.
In order to safeguard your interests, please acknowledge the following and sign below:

•
•
•
•
•

I understand that there wiJI be no risk lo my career or position in the hospital/agency as
a result ofmy participation in this study.
I give permission to be interviewed and for this interview to be audio-taped. I
understand that on completion of the study, all tapes will be erased.
I understand that infonnation collected will be coded and secured by the researcher,
safeguarding my anonymity and confidentiality,
I understand that pseudonyms will be used and that my name will not be idtntificd.
I understand that I am free not to answer questions asked by the researcher during the
interview and am free to withdraw my consent and tenninale my participation at any
time, without duress.

(Please print your name)
(Participant)
Date:

agree to participate in the
above named study.
(Researcher)
Date:
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Part B Sample Letter ofThanks to Focus Group Participants

,,

16/2/00

Dear{Name),

I wish to take this opportunity to thank you kindly for participating as a focus group

member for my study concerning advanced nurse specialization and education.

The gryup's reflections will add a balance to the reflections of those nurse specialists
who are also participating in the study.

I appreciate your contribution and for having made timl:' to attend the focus group
interview.

Yours sincerely,
Miriam Langridge, Ph.D Candidate, ECU.
\:,

"
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Part B Sample Email Feedback From Focus Group Stakeholder

()

From:
Organization:
To:
Dale sent:
Subject:
Send reply to:
Priority:

''Sally" (pseudonym)
Edith Cowan University
m.langridge@cownn.edu.au
Fri, 19 Maj 2000 15:33:11 +0800
feedback·
"Sally"@ ....
normal

Hi Miriam,
Sorry this has taken so long. Here is my response to your request - I'm afraid I can't
offer much in the way of constructive criticism about the process, bci:·ause I don't have
experience with focus groups in the research process. However, from a naive
participant's perspective, I think the session was conducted in a very professional and
effective manner. A Jot of effort went into the organisation, making people feel
comfortable, well fed and watered etc and prepared for what was required of them. I
found the questions fairly complex, and I'm not sure that there was enough time to
address them all in sufficient depth, particularly when so many people were willing to
talk and sometimes went off on other tangents. However, I guess this is not an isolated
problem and I hope you were able to get useful information.
'·:Review of what I said:
-:- It looks quite accurate to me (but what a shock :o hear how one rambles ...)
Thoughts on question 1.
I would expect these nurses to take an active role in leadership, mentoring junior staff,
encouraging evidence based prnctice by questioning existing practices, reading
literature, involvement in policy and planning committees and where possible, research
projects. They should be sharing knowledge through education sessions, and
informally. They should take up active membership of professional organisations
related to their specialty and make a contribution to the activities of the organisations.
Question 3.
The potential impact of these nurses on stakeholders: Ultimately, the quality of care
should be increased and there should be a positive contribution to the knowledge and
reputation of the profession and the functioning of the health care agency. This should
be achieved through the acquisition of improved problem solving skills, an increased
knowledge base, better knowledge of personal/professional networks and library
resources as a means of continued learning as well as application of skills. There should
be an increased awareness of issues related to the continuum of care across
hospital/community, educational needs (personal and patient/family), psychosocial
issues - from both a theoretical and practical perspective. Thii: may be at some cost to
the health care agency and profession in that these nurses need to be supported, with
adequate resources to maximise their effectiveness in their clinical roles, and they will
need financial support for research, library resources, conference attendance, computers,
etc.
Hope this helps, Miriam. good luck,
"Sally"
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Part 8 Themes Rhd Frequency

or Code Words/Scgmenls

(The Focus Group Interview with Stakcholdcn;)

,,

liiiiifl,,,;,;

Scg

Code Words

Scg

>1/t~,s~M.;>·~!...~

,i~J.,·>

c.,'{)'·;.•,,1;-.,'4..,,,_,_.:,.:« !.)

Employer Concerns

J8

Benefits lo the
Ornanisation
Barriers

Scg_

·.,f'6'J!iurie·:.-:·'.: ·::

ip'~-,,,'""d.W,;<h'~""j.'

~;' r'i:',-a.1,,

Code Words

'Ttt~P.minfal:\ :,
10

7
Ow"
Philosophx._

21

Desired
Pathwa"s
Aclion

21

Empathy

9

Action/Private

8

Own Future

Realistic

ll

Health Services
Action/Public
4
Health Services

Positive Outcomes

20

Collaborative

Makin" Com~arisons

Anent Validation
Skilled Work Force
Researcher
Acuitu

=
=
=

16

Mcr"cr

19

J

12

I

Negative
Exncricnccs
Proicclions

6

9

3
3
7
9
5

The Debate:
The Solutions:
The Personal Reflections:

5

Plannin,•
Own Positive
Exncricnccs
Own

Etlucation
Ne<>ativc Outcomes
Mutual Rc~onsibilitv

,_
9
,_

Stakeholder and Employer Concerns
Desired Pathways for ANS
Personal Philosophy of Nurse Education

"

Code Words: Words grouped by symbols to Identify du11CT oflhcmes.
Scg: Fte<juency of segmcntsfonrmtives.
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Part B: The Eth no graph Code Book and Family Tree
Tl,c Themes: The Slukclwlder Texhirul/Nocmalic Movcmrmt Toward ANS and
Educlltio11
The Elhnograph
Code Book
Parent Code Word

Th, O.bal1:
St1k1hold1r &
Employer
Conc1m1

Family Tree Code

Family Tree Code

Word: Level l

Word: Level2

Agency validity

Mutual res

sibilities

RealiHes of the
workclace

Recruifinn
RemuneraHoo
Research in a
Skilled work force

Th& Solullons:
Dnlrtd Pathways

Actions lo lake

lorAN5

Personal
RlflacUont: A
PhflOICl)hy of
Nurse Educnton

Family Tree Code Word:
Level 3

Hospita~based
Education
Collaborative
education/Sharing of
str3le!lic 1JOals
Empathy with

Barriers
Benefils to Iha
ornanisation
N ~alino su
NMalive outcomes
Mak'ng

"

Hospilal based pmgrams

Positive oulcomes

comcromises
Flexibilit11

Trans,.,.,rl.!bilitv

Acute/Complex
level of care
Action by priva1e

Action by public seciOf

"""

advancing specialists
Own future

OWn positive

e···nences
Projections for ANS &
Education

a

OWn negallve
exoortences

